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1 Psychiatry is in crisis

We have a mental health crisis. The existing approaches that focus on drugs are not working.
In the UK, mental health disability has almost trebled in recent decades, and the gap in life
expectancy between people with severe mental health issues and the general population
has doubled.! The World Health Organisation (WHO) and the United Nations have therefore
recently called for systematic mental health reform emphasising psychosocial interventions.?

In 2019, a Norwegian study found that 52 of 100 consecutively admitted patients to a
psychiatric hospital would have wanted a drug-free alternative if it had existed.3 As | shall
demonstrate in this book, psychosocial interventions are clearly better than drugs. Why
can’t people get that then?

According to the United Nations Convention on the Rights of Persons with Disabilities, it
is unethical to subject patients to forced treatment.* There is a high risk that forced treat-
ment is being used to benefit staff in making their work less stressful. In Europe, oversight
comes under the convention prohibiting torture, and a committee has observed that delib-
erate ill-treatment of patients in psychiatric institutions still occurs.> Moreover, fundamental
components of psychosocial rehabilitative treatment are underdeveloped or absent, and
treatment consists essentially of drugs.

| have studied psychiatry closely for 17 years. | have published many scientific articles
and several books,® given numerous lectures and interviews, and have been an expert
witness in court cases about forced treatment or psychiatric drug harms in Brazil, Canada,
USA, Ireland, Denmark, Norway, Sweden, Holland, Australia and New Zealand.

This book summarises what | have written before and contains a lot of new material as
well. | include many debates | have had with psychiatrists to help historian and filmmaker
Janus Bang who wants to write a biography about me, and | think these additions will be of
general interest, as psychiatrists reason in the same way everywhere.

Undoubtedly, some will find the book’s title provocative, but if you read the book, you
can decide for yourself if you agree that psychiatry is a crime against humanity.

According to the Rome Statute of the International Criminal Court, Article 7, crimes
against humanity refer to specific crimes committed in the context of a large-scale attack
targeting civilians, regardless of their nationality.’

Crimes against humanity have often been committed as part of State policies. Prohibited
acts include murder, imprisonment, torture, persecution against an identifiable group, and
inhumane acts intentionally causing severe mental suffering or serious bodily injury.

State policies may lead to persecution of psychiatric patients. These patients have often
described forced treatment as imprisonment and torture, and they have reported that their
ill-treatment is sometimes deliberate. It is also a fact that State policies, in the form of
clinical guidelines, may lead to much loss of life.

| have shown that psychiatric drugs are the third leading cause of death.® Depression
drugs are the major killer, which is because so many elderly people take them. The pills
double the risk of falls and hip fractures in a dose-dependent manner,® and within a year
after a hip fracture, about one-fifth of the patients will be dead.

Doctors and drug regulators are surprisingly unconcerned about all these deaths. When
patients die, doctors usually blame their illness rather than the drug or their own incompe-
tence, or they simply don’t know it was a drug death, e.g. if a patient becomes dizzy, falls,
breaks a hip, and dies as a result. In contrast, airline pilots are critically concerned with our
safety because if we go down, they do too.1°



There are many examples of fraud and crime in psychiatry in my book. Fraud is any
activity that relies on deception in order to achieve a gain.'! In the USA, you can be
convicted of consumer fraud, which are deceptive practices resulting in financial or other
losses for consumers in the course of seemingly legitimate business transactions. Fraud
becomes a crime when it is a “knowing misrepresentation of the truth or concealment of a
material fact to induce another to act to his or her detriment” (Black’s Law Dictionary).

My most important advice to patients

Usually, only a few people hold extreme views, but in psychiatry, the vast majority believe in
a specialty built on myths, lies, and flawed research. This is very harmful for patients. You
will learn more about this in the following chapters.

Therefore, even though there are exceptions, as a precaution, if you have a mental
health issue, you should not see a psychiatrist. It is dangerous and might turn out to be the
biggest error of your life.1? Any contact with psychiatry is likely to lead to treatment with one
or more psychiatric drugs that will harm you.

| have heard numerous stories from patients with a common theme. They had no idea
how dangerous it was to become a psychiatric patient and trusted their doctors, until they
found out many years later that their lives had been ruined.

| shall also warn against seeing a family doctor. As doctors are trained to use drugs, you
will most likely be harmed. It is better to find someone who is good at talk therapy, e.g. a
psychologist or psychotherapist, and if there is a long waiting list, it is usually better to do
nothing.

Since you cannot trust what doctors tell you about mental health issues and psychiatric
drugs, you might want to look up the evidence yourself. It is much easier than you might
think.13 If a doctor writes a prescription for a psychiatric drug, don’t go to the pharmacy. Go
on the Internet and find the officially approved package insert, e.g. by writing Prozac FDA
package insert. If you read it, you'll likely know more about the drug than your doctor does. |
am not joking. If doctors knew what is written in package inserts, they wouldn’t prescribe so
many drugs.

When you have read the package insert, you might decide not to take the drug. Psychia-
tric drugs are very rarely needed, and if so, only in acute situations, never long-term. You can
also find much useful information on the Internet, but it requires quite some understanding
of research methodology to be able to judge if what you find is reliable.

Why | took an interest in psychiatry

Readers will of course want to know why | took an interest in psychiatry. | am a specialist in
internal medicine and had no particular interest in psychiatry when Margrethe Nielsen from
the Danish Consumer Council contacted me in 2007. She wanted to compare benzodiaze-
pines (drugs against anxiety and sleeping problems) and selective serotonin reuptake
inhibitors (SSRIs, drugs against depression) to see if history was repeating itself.

| paid for her PhD out of my budget. We found that the withdrawal symptoms were very
similar for the two classes of drugs, but they were described as dependence only for benzo-
diazepines.* To use different names for the same problem is irrational, but Danish



Lundbeck, a major seller of depression pills, called it “nonsense” that people could become
dependent on them.®

This organised denial is still prevalent. In 2020, Maryanne Demasi and | showed that
although 28 of 39 popular websites warned patients about withdrawal effects, 22 stated that
SSRIs are not addictive, and only one stated that people “may get abstinence symptoms.”16
The worst argument, which | have heard from many psychiatrists, is that the patients are not
dependent because they don’t crave higher doses. If this is true, smokers are not dependent
on nicotine because they don’t increase their daily consumption of cigarettes. Laypeople are
more rational than psychiatrists and they consider the pills addictive.l” Many patients
cannot stop taking the drug because stopping makes them feel terrible, often worse than
what they felt before they started on the drug.'® The drug can seize control of their life.
That’s what addictive means to most people.

Margrethe did three good studies, but her findings were not welcomed by two of her
examiners, who had turfs to defend, Steffen Thirstrup from the Danish Drug Agency and
general practitioner John Sahl Andersen. They rejected her thesis. The third examiner,
psychiatrist David Healy, disagreed. This caused a delicate problem for the university, and an
official called me on the phone. We solved the problem by treating the rejections, which
were wholly unconvincing, as if they had been peer reviews. Margrethe responded to the
comments and defended her thesis successfully.

Margrethe showed that when the use of benzodiazepines declined, it was compensated
by a similar increase in the use of SSRIs.*® Much later, Olivia Dinnage and | showed that there
has been a similar explosion in dubious indications for SSRIs as we saw for benzodiazepines
and before that for barbiturates. In addition to depression and anxiety, we found that over
200 diagnoses had been investigated in placebo-controlled trials.2°

If the pharmaceutical companies are to be believed, no one can live a normal life without
experiencing one or more psychiatric diagnoses. For example, Lundbeck’s drugs have been
tested for compulsive shopping disorder and menopausal hot flushes.?! We concluded that
depression pills are the modern version of Aldous Huxley’s soma pill intended to keep
people happy in Brave New World.

| have had seven PhD students in psychiatry and all of them have produced unique
research results of great benefit to patients. Psychiatric leaders should have welcomed our
results, but they — and other doctors entrapped in psychiatry’s mythology — although they
disliked them intensely, had no valid counterarguments. Instead, they resorted to ad
hominem attacks and often misrepresented what we had done to such an extent that it was
mendacious, as you will see in the following. This also illustrates that psychiatry is in crisis.

One person has inspired me more than anyone else: science journalist Robert Whitaker from
Boston. | met Bob for the first time in Copenhagen in 2012 when he explained in his lecture
why antipsychotics (which | prefer to call neuroleptics) do more harm than good. | was
sceptical because it went counter to my training. | knew a lot about clinical pharmacology
and neuroreceptors and scored the highest mark at the exam when | studied medicine.

But when | had read Bob’s two outstanding books, Mad in America: Bad science, bad
medicine, and the enduring mistreatment of the mentally ill,**> and Anatomy of an epidemic:
Magic bullets, psychiatric drugs, and the astonishing rise of mental illness in America,?® and a
lot else besides, | knew he was right.

We quickly became friends. It meant a lot to Bob that | had approved of his work, given
my scientific reputation. Like many great people, Bob is kind, honest, and generous; he
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always replies promptly to emails, no matter how busy he is. He is far better than most
psychiatric professors in dissecting a piece of research and concluding, correctly, whether it
is true or false. He is also a far better lecturer than almost everyone else | have listened to,
and no one can fool Bob — he is too smart for that.

| came to publish many articles on his website, Mad in America, launched in 2012. It has
six million unique visits every year,?* and there are affiliated organisations in many countries,
e.g. Mad in Brazil and Mad in Denmark. The importance of Bob’s leadership cannot be over-
stated. Many patients have written to me that the books and articles by Bob or me have
helped them get the courage to abandon their “career” in psychiatry and to taper off their
drugs, discovering that a life without drugs is much better. There are many other books that
have inspired patients to take control of their own life.?

In 2013, Bob invited me to give a lecture at the Safra Center for Ethics at Harvard Univer-
sity, to which he belongs. | met with the previous Editor-in-Chief of New England Journal of
Medicine, Marcia Angell, who noted in the article, The illusions of psychiatry,?® that psychia-
trists should consider that other medical specialists, unlike psychiatrists, would be very
reluctant to offer long-term symptomatic treatment without knowing what lies behind the
symptoms, e.g. if a patient suffers from headache.

Angell has also pointed out how deeply corrupt American psychiatry is.?” Court docu-
ments revealed that Charles Nemeroff and Alan Schatzberg published a psychiatry textbook
in 1999 that was ghostwritten by GlaxoSmithKline.?® In 2000, they co-authored a report of a
depression pill trial where the authors had so many ties to drug companies that there wasn’t
room for them in the print version of her journal (they took up 1067 words on the web and
Nemeroff and Schatzberg declared 17 industry ties each).?® This led to Angell publishing the
editorial: Is academic medicine for sale ?*° She explained it had been difficult to find a
psychiatrist to write an editorial who was not conflicted.

| have lectured with Bob in the USA, Denmark, Norway, Sweden, Australia, and New
Zealand. Every time, there were psychiatrists in the audience who agreed with us that the
way we use psychiatric drugs causes far more harm than good.

In 2014, we lectured in Los Angeles at the annual conference of the International Society
for Ethical Psychology and Psychiatry. The meeting title was Transforming mad science and
reimagining mental health care. The press release announced that the speakers shared the
belief that the medical model of care — the idea that distress and misbehaviour have physical
causes that are best treated with drugs — is causing more harm than good.

It was a fascinating meeting that made it clear that we need a revolution in psychiatry.
We must make it acceptable not to use drugs, even though mainstream psychiatry considers
the drug-free approach irresponsible, dangerous and life-threatening. And we must explain
just how oppressed and harmed the patients are by the quick fix mentality. The lectures
have been made available.3!

The organiser, psychologist David Cohen, gave me the Society’s award for “Intellectual
honesty and bravery in tackling the biomedical-industrial complex.” He said that mental
health authorities have acknowledged that biological or genetic research have not improved
patient care, and that 50 years of increasingly sophisticated treatments have not reduced
the burden of mental disorders but have increased it substantially.

The speakers included leading psychiatrists like Allen Frances and David Healy, psycho-
logists, psychotherapists, social workers, neuroscientists, and a previous patient, Laura
Delano, who calls herself a psychiatric survivor. This term says it all. In no other medical
specialty do the patients call themselves survivors in the sense that they survived despite
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being exposed to that specialty. In other medical specialties, the patients are grateful that
they survived because of the treatments their doctors applied to them. If you have survived
a heart attack, you won’t do the opposite of what your doctor says. However, in psychiatry,
you might die if you follow your doctor’s advice.

Many survivors have described psychiatry as imprisonment, a facility where there is a
door in but no door out. Laura described how small groups of people support each other in
coming off psychiatric drugs, de-indoctrinating themselves from the biological model of
mental illness. When she read Bob’s second book, she realised that she could reclaim her
humanity and free herself from the prison of psychiatric “care.”

Laura had become dehumanised by psychiatry and was called treatment-resistant; she
was on five drugs. Even her drug-induced weight increase was given a psychiatric diagnosis:
binge eating. Bob’s book saved her and helped her live with her pain more peacefully until
she had built up enough faith in herself to heal, realising that she should not believe every-
thing her mind was telling her, as it was still under the influence of drugs.

After she had come off her drugs, she was completely normal.

Laura connects with many clinicians who are slowly coming to understand the inefficacy
and harm of their treatments but feel powerless and are afraid to do anything differently,
fearing they could lose their licenses, face a lawsuit, get fired, or not get promoted.

Laura and | spoke at a meeting at the World Congress in Psychiatry in Berlin in 2017,
arranged by Peter Lehmann, a German reformer. When | spoke about withdrawal from
psychotropics, there were around 150 psychiatrists in the audience, and the atmosphere
was hostile. Several people asked irrelevant questions, e.g. if | didn’t believe that lithium
worked? We had not discussed this drug at all.

Fifteen minutes later, | gave a talk about why psychiatric drugs are the third leading cause
of death. Three psychiatrists out of the over 10,000 participants at the congress attended
and they refused to give interviews and carefully avoided being filmed by a documentary
film team that followed me, as if they were on their way to see a porn movie!

My wife Helle Krogh Johansen, a professor of clinical microbiology, and | celebrated
Laura’s wedding north of Goteborg in June 2022. It was the first time during the COVID-19
pandemic we behaved as before the pandemic, hugging people and kissing the beautiful
bride — as they say in America: “You may now kiss the bride.” Like many other guests, we
came home with the virus made in China,3? even though we had been vaccinated twice.

Some psychiatrists are slowly waking up to the tragedy they have created, and some main-
stream journals, e.g. the British Journal of Psychiatry, now publish papers that are critical of
the biological model of psychiatry, which assumes that mental illness is a result of a malfunc-
tion in the body and not a result of psychosocial factors, which is what most patients
believe. In essence, this is the difference between saying: “There is something wrong with
you,” and, “There is something wrong in your life, the way you treat yourself or have been
treated by others.”

Psychiatrists have not been able to explain what exactly they mean by the biological
model,? and one paper in the above-mentioned journal stated that research into putative
biological mechanisms of mental disorders has failed to deliver anything of value to
clinicians and was very unlikely to do so in the future.3* Another paper predicted that the
biology-based model would be ruinous to the profession due to its consistent failure to
deliver.?® These realistic statements come after many billions have been wasted on false
leads in biological psychiatry.



The names of the drugs are also deceptive.3® It makes sense to talk about antibiotics, as
they can cure infections. A chemical cure for mental diseases doesn’t exist. Antipsychotics
don’t cure psychosis, antidepressants don’t cure depression, and anti-anxiety drugs don’t
cure anxiety. In fact, these drugs can cause psychosis, depression, and anxiety, particularly if
used long term and when people try to get off them.

Psychotropic drugs have been developed based on rat experiments and selected if they
disrupt the rat’s normally functioning brain.3” They cause a wide array of effects in people,
just like street drugs and alcohol. And they are not in any way targeted, e.g. there is nothing
selective about so-called selective serotonin reuptake inhibitors — yet another misleading
name. There are serotonin receptors throughout the body, and the drugs have many other
effects than merely increasing serotonin.

Psychiatric drugs work in the same way in patients, healthy volunteers, and animals.
Common effects are numbing of feelings, emotional blunting, drowsiness, lack of control
over your thoughts, caring less about yourself and others, and reduced or absent capacity
for having sex and falling in love.

A person responding to one of my tweets noted that these drugs aren’t “medications”
(used to treat genuine physical illnesses) but neurotoxins (used to suppress normal brain
functioning), and that, to refute psychiatric myths, we must begin by rejecting the mis-
leading language.

The director of the US National Institute of Mental Health, Thomas Insel, has pointed out
that there is no evidence of reduced morbidity or mortality from any mental illness from
new drugs developed over the last 20 years, and that there is little evidence that the
prospects for recovery have changed in the past century.®® As he noted, this is in striking
contrast to the steadily decreasing mortality rates for cardiovascular disease, stroke and
cancer.

But what the public has heard about is the opposite: reforms, revolutions, progress,
innovations, and paradigm shifts.

The lies have been brutal. Bob Whitaker has shown that the rate of disability pensions
follows the usage rates for depression pills closely, and that after SSRIs came on the market,
a 35-fold increase in disabled mentally ill children in the USA was seen in just 20 years.3?

As | aim to demonstrate below, psychiatry does not deliver what patients want and what
is most effective, that is, psychotherapy and other psychosocial interventions. If psychiatry
had been a business, it would have gone bankrupt decades ago. The reason it has survived
for so long, with its inappropriate focus on biomedical explanations and drugs, is that
leading psychiatrists have lied about what their specialty achieves.

This may sound harsh, but you will see that it is correct. There is a huge divide between
the psychiatric narrative and what the science shows. Indoctrination is therefore needed to
make people believe in all the falsehoods. Students of medicine, psychology and psychiatry,
and the allied health professions, learn about psychiatry by reading psychiatric textbooks.
This is where the indoctrination starts.

In 2022, | read the five most used textbooks in Denmark?® to see what students are taught at
our universities and | describe what is wrong with these books in my Critical psychiatry
textbook (freely available on my website*! and in a serialised version on Mad in America®?).
It is being translated into Spanish by a psychiatrist who worries she might be fired when she
starts using it for lecturing students in Argentina!
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In a book review in Psychosis, social worker Tom Federn wrote that it is “an excellent
book, extremely well-documented and clearly written but, because of its content, reading it
can be a very upsetting experience.”*® Well, the truth about psychiatry always seems to be
upsetting. Federn also says:

“The author asserts that so long as establishment psychiatry believes that research into
the biological mechanisms of mental and behavioral activity can be of value, it cannot be of
any real assistance to the so-called mentally ill beyond sedating them but at the terrible
price of exposing them to potentially lethal or disabling side-effects. He predicts that sooner
or later this situation will lead to the ruination of the profession ... the author points out that
the last psychosocially orientated document produced by the National Institute of Mental
Health was issued in 1961 ... | would like to conclude this review on a personal note by
paraphrasing the famous folk singer, Bob Dylan. How can the lives of such patients be in the
palms of such apparent fools’ hands? To see them so badly mistreated couldn't help but
make me feel ashamed to be part of a profession involving the gross mistreatment of so-
called psychiatric patients.”

The authors of the textbooks I critiqued include some of the most prominent Danish
professors of psychiatry, but | uncovered a litany of misleading and erroneous statements
about the causes of mental health disorders: If they are genetic, if they can be detected in a
brain scan, if they are caused by a chemical imbalance, if psychiatric diagnoses are reliable,
and what the benefits and harms are of psychiatric drugs and electroshocks.

Much of what is claimed amounts to scientific dishonesty; various author groups some-
times provide contradictory messages within the same book; and it was my impression that
the more implausible the claims, the less likely they were referenced. Logical thinking was
not in abundance in these books, which looked more like religious testimonies than science,
with many non-existent wonders being described.

One textbook called it a psychopharmacological revolution that we can alleviate or cure
80-90% of people with severe depression, and that patients with schizophrenia can become
cured too. Well, if we wait long enough, most patients will improve, but this is not a drug
effect.

In a chapter on psychopharmacology, three psychiatry professors, Anders Fink-Jensen,
Poul Videbech, and Erik Simonsen, glorified the drugs.** They claimed that knowledge of
brain functions has increased dramatically over the last half century; that our understanding
of the mechanisms of the drugs’ effects has been strengthened; that new drugs with fewer
harms and better effects have been developed; that there is no doubt that this has decisive-
ly contributed to better psychiatric treatment for the benefit of the patients and their rela-
tives; and that it is lack of compliance in psychotic patients that leads to relapse and
readmissions. All these claims are so blatantly false that it is fair to call them lies.

Another textbook, which Videbech edited, claimed that drugs are very often needed,
both in the acute phase and long-term to prevent relapse; that specific drug treatments
have been known for about 65 years; that the drugs are generally effective and safe; and
that the new psychiatric drugs are highly beneficial.*> The truth is that no psychiatric drug
has specific effects; the drugs rarely have clinically relevant effects and are therefore rarely
needed; an effect on relapse has not been demonstrated; and the drugs are not safe.

Denial of the facts is what characterises the psychiatric profession. Leading psychiatrists
have no problem with claiming the opposite of what the science shows. They do this all the
time. This makes them —sorry for being blunt — habitual liars.

Let’s start with the entry ticket to a psychiatric career: the diagnosis.
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Psychiatric diagnoses are unreliable

Creating many diagnoses means big business, fame, and power.*® The criteria for making a
diagnosis are continually being lowered, which means more customers. In 1990-92, 12% of
the US population aged 18—54 years received treatment for emotional problems; in 2001-
2003, it was 20%.%” In 2012, the US Centers for Disease Control and Prevention (CDC) reported
that 25% of Americans have a mental illness.*®

The definitions of psychiatric disorders are vague and unreliable,* but the psychiatrists
don’t convey this information. There was very little in the five textbooks that even hinted at
the fact that psychiatric diagnoses are based on arbitrary criteria; that there is large inter-
observer variation when several psychiatrists assess the same patients independently; or
that most healthy people can be diagnosed with one or more mental illnesses if tested.*®

There are often tautologies — circular evidence — in texts about diagnoses. One textbook
noted that the diagnosis is conformed or rejected based on the treatment results. But if we
give everyone a diagnosis of schizophrenia, and some become better, this cannot prove the
diagnosis.

The American Psychiatric Association has proclaimed that major depressive disorder
negatively affects how you feel, the way you think, and how you act.>! This is also wrong.
The Association blew life into something that is just a name — a description of a cluster of
symptoms - and therefore cannot cause anything. If a patient is feeling low and the
psychiatrist replies that this is because she has depression, it is a tautology, or a logical
fallacy. A classification is used only to describe, not to explain, and a description cannot
explain itself. Low mood and depression are synonymous.>?

A review of 30 authoritative health organisation websites showed, however, that 16 of
them explicitly described depression as causally responsible for the symptoms or used
language that was both descriptive and causal.”® For example, the World Health
Organization stated that depression “can cause the affected person to suffer greatly and
function poorly at work, at school and in the family.”

The term “major depressive disorder” is frightening and contradictory, as it includes
cases of mild depression which are neither major, nor depression, nor even a disorder.>* But
the propaganda works. Who would decline professional help if suffering from a major
cardiac disorder?

Tautologies are also prevalent in the media. Even websites critical of overdiagnosis may
convey information like, “Mental disorders are the leading causes of ill-health and disability
worldwide.”>> Not so. People suffering from deprivation, poverty, unemployment, and
abuse suffer ill health and disability; they are not attacked by a psychiatric monster, e.g. an
imaginary disease called depression.”® They become depressed because they live depressing
lives.

In 2023, the WHO noted that “Mental health and well-being are strongly associated with
social, economic, and physical environments, as well as poverty, violence, and discrimina-
tion. However, most mental health systems focus on diagnosis, medication, and symptom
reduction, neglecting the social determinants that affect people’s mental health ... The
widespread human rights violations and harm caused by mental health systems has led to a
legacy of trauma that impacts many individuals and communities and spans generations.”>’

Few doctors know that the accuracy of a test depends on the disease prevalence.>® The
rarer a disease is, the more false positives will there be. This is why screening for mental
health issues is a bad idea. The screening test for depression recommended by WHO was so
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poor that for every 100 healthy people screened, 36 would get a false depression diag-
nosis.”® Imagine if you screened healthy people for cancer with a test that gave a third of
them an erroneous cancer diagnosis. We wouldn’t allow this.

Poul Videbech claimed | was wrong when | said that a depression diagnosis was based on
a simple test, and he argued that more conversations were needed.®® However, he blamed
me for his own mistakes.®! Earlier, Videbech, on behalf of the Danish Board of Health, had
recommended screening over one million Danes who should fill in a questionnaire with their
general practitioner, “And if the questionnaire shows signs of depression, the doctor can
start treatment,” Videbech said.®? Many patients have reported that there was no further
testing and that they got a diagnosis and a prescription in about ten minutes.®?

Curiously, after a Cochrane review had recommended against screening for depression,®*
the Danish Board of Health recommended screening for a huge number of poorly defined
“risk groups.”®> When | pointed out, as an invited speaker at large scientific meetings for
psychiatrists, that this would lead to treatment of many healthy people with depression
drugs, they didn’t pay the slightest attention, and, on one occasion, professor of psychiatry
Lars Kessing replied that it didn't matter that we treated some who are healthy, because
SSRIs have no side effects!®® He also said: “Screening cannot do harm.”

Four of the five textbooks did not mention a single result from observer variation studies,
where two or more psychiatrists suggest a diagnosis for the same patients. They gave the
erroneous impression that psychiatric diagnoses are valid and reliable. The disappointing
results of observer variation studies have been buried in positive rhetoric in surprisingly
short articles, given the importance of the subject. This documentation is very hard to find,
but two researchers found it.%” The largest study, of 592 people, showed very disappointing
results even though the investigators took great care in training the assessors.®® For major
depression and schizophrenia, for example, two of the most important diagnoses, the kappa
values were only 0.64 and 0.65, respectively. This level of agreement between two observers
is a very poor one. A value of 0.64 means that the difference between observed agreement
and chance agreement is only 64% of the difference between perfect agreement and chance
agreement.®®

One textbook noted that the number of patients diagnosed with schizophrenia had
guadrupled in 40 years. The authors did not comment on this stunning finding, even though
it showed that the diagnosis cannot be trusted. A psychiatrist wrote to me that he had a
massive breakdown in his twenties but resisted all psychiatric labels and medical treatments.
Looking back, he realised how easily he could have been labelled schizophrenic, as he heard
voices and had delusions and severe anxiety.

When a doctor meets a new patient, the doctor’s first impression and past experience
may very quickly suggest a particular diagnosis, and that initial impression all too easily
becomes a self-fulfilling prophecy. There is a considerable risk that from the moment a
particular diagnosis comes to mind, the doctor asks leading questions, which then yield the
required number of positive answers and so confirm the expected diagnosis.

There is much overlap in the criteria for different diagnostic categories, which often
results in a “comorbidity” label, although the patient does not have several “diseases.” We
would not accept this in any other branch of medicine. Indeed, prominent psychiatrists
including the director for the NIMH, Thomas Insel, his predecessor Steven Hyman, and Allen
Frances, chairman for the DSM-IV diagnosis manual, have acknowledged that psychiatric
disorders have never been validated as discrete illnesses, and that the diagnostic categories
are constructs.”® Hyman has even admitted that diagnoses are “an absolute scientific night-
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mare. Many people who get one diagnosis get five diagnoses, but they don’t have five
diseases — they have one underlying condition.”’!

We discussed diagnoses at the Too much medicine meeting in Helsinki in 2018, and |
used a joke to explain that having a diagnosis is not the same as suffering from it:

“Does Donald Trump suffer from a mental disorder?”

“No, he enjoys it, but everyone else suffers!”

Allen Frances also lectured, and he spread my joke to the whole world on Twitter.

Psychiatric diagnoses can lead to stigmatisation and misery, and they can make it difficult to
get education, work, insurance, certain pensions, approval for adoption, child custody, or
even just to keep a driver’s licence.”?

| have met with Australian psychiatrist Niall McLaren who has written an instructive book
telling us that anxiety is a key symptom in psychiatry.”® If doctors don’t take a careful history,
they might miss that the current episode of distress, which they diagnose as depression,
started as anxiety many years earlier when the patient was a teenager. As | shall explain later
in this book, these patients should be treated with psychotherapy, not depression pills.

Niall explains why biological psychiatry is so popular among psychiatrists: “It isn’t neces-
sary to talk to a patient beyond asking a few standard questions to work out which disease
he has, and that can easily be done by a nurse armed with a questionnaire. This will give a
diagnosis which then dictates the drugs he should have.”

Psychiatry has become dehumanised and industrialised. Find x “faults” with the patient
out of y, that’s all. You don’t have to waste time talking with patients to find out what hap-
pened to them and how you might best help them. Soon, Artificial Intelligence might replace
human interaction with patients, and we shall end up with an assembly line of diagnoses
and drug prescriptions, saving doctors’ precious time and earning them more money.

In the spirit of the thinking behind the DSM, | have invented a diagnosis for healthy
people: Adult Symptom Deficiency Disorder (ASDD).”* | was inspired in this by a cartoon by
Randy Glasbergen in which a doctor tells a patient, “We can’t find anything wrong with you,
so we’re going to treat you for Symptom Deficit Disorder.” There are 10 questions and no
matter what score you get between 10 and 30, there is always a treatment option.

The harmful lie about having a chemical imbalance

To motivate patients to take drugs they don’t like because of their adverse effects, or are
afraid of, psychiatrists have invented the lie that the patients’ disorder is caused by a chemi-
cal imbalance in their brain, and that a drug will fix it.

According to the mythology, depression is due to low serotonin, schizophrenia to high
dopamine, and ADHD to low dopamine; and treatment with psychiatric drugs is equally
targeted towards the cause of the disease as when we give insulin for diabetes.”>

Research has never demonstrated a chemical imbalance being the cause of depression’®
or any other mental disorder. Depression is not the result of a faulty brain but a normal brain
responding to stress or adversity.”” There are many examples that run counter to the idea
that depression is caused by a deficit in serotonin.”® For example, tianeptine, marketed for
treatment of depression, lowers serotonin, and mirtazapine, also marketed for depression,
does not affect serotonin. Furthermore, mice genetically depleted of brain serotonin behave
like other mice, and monoamine levels in the brain increase in 1-2 days after the start of
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treatment at a time when there is no difference between drug and placebo in depression
scores, which comes much later and is very small.

The strong belief in this erroneous hypothesis was demonstrated by a survey showing
that 80% of patients with depressive or bipolar disorder agreed with the statement that,
“Antidepressants correct the changes that occurred in my brain due to stress or problems.””®
Another survey found that 92% of US university students had seen, mostly on TV, or heard,
that depression is caused by a chemical imbalance.8°

Most leading psychiatrists even lie about their lies. US professor of psychiatry Ronald Pies
described chemical imbalance as an “urban legend, never a theory seriously propounded by
well-informed psychiatrists,” but the American Psychiatric Association has propagated the
legend numerous times: “Antidepressants may be prescribed to correct imbalances in the
levels of chemicals in the brain.”®! Pies was so dishonest that he blamed the legend on
“opponents of psychiatry” who “mendaciously” attributed it to psychiatrists.

Thomas Middelboe, chair of the Danish Psychiatric Association, described chemical im-
balance as a metaphor he might use because “We are dealing with neurobiological proces-
ses that are disturbed.”®? But psychiatric disorders do not start with disturbed neurobiology.
If someone shows there is a difference in dopamine levels between patients with schizo-
phrenia and healthy people, this cannot tell us anything about what started the psychosis. If
a house burns down and we find ashes, it doesn’t mean the ashes set the house on fire.

If a lion attacks us, we get frightened and produce stress hormones, but it wasn’t the
stress hormones that made us scared. People with psychoses have often suffered traumatic
experiences in the past,®? so if they have any “chemical imbalance,” it is more likely to be the
result of the psychosis rather than its cause.?

Leading psychiatrists often contradict themselves to get off the hook. In 2013, Videbech
said that advising people to stop taking their antidepressant was like advising patients with
diabetes to drop their insulin.®>

In 2014, Videbech said that psychiatric disorders are not caused by an imbalance in the
brain,® but eight months later, he said something else at a large public meeting arranged by
medical students. After | had explained why far too many people are treated with depres-
sion pills and suggested we taper off them, Videbech said: “Who would take insulin from a
diabetic?”

In 2015, when my first psychiatry book came out, Videbech said in an interview in the
newspaper Politiken about me: 8 “Against better knowledge, he assigns to his opponent all
sorts of unfair motives. For example, we have known for the last 20 years that the theory of
the chemical imbalance in the brain for depression is far too simple. | have written about
this in my textbooks for many years. It is therefore totally off limits when | and others are
assigned such views.”

Obviously, the lie about the chemical imbalance is only a thing of the past when chal-
lenged. Psychiatry professor Birte Glenthgj was also interviewed and confirmed the lie: “We
know from research that patients suffering from schizophrenia have on average increased
formation and release of dopamine, and that this is linked to the development of the
psychotic symptoms.” | noted how wrong the professors were, also in Politiken .88

In 2015, Psychiatry in the Capital Region held a large meeting at my hospital with the title,
Falsehoods and truths about psychiatric drugs.®’ The occasion followed a prolonged debate
about psychiatric drugs | had started a year earlier, and the chair started the meeting with a
long introduction covering the ten myths | had described (see page 132)% but without
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mentioning my name. A former patient asked why the person who had started the debate
was not an invited speaker, and Kessing replied that people would not be able to follow a
scientific debate between professors. But if the audience could follow three professors'
presentations, they could probably also follow a discussion between four professors.

Officially, the aim of the meeting was to provide “a neutral and sober assessment of the
drugs,” but its true purpose was to protect the status quo.

Professor Merete Nordentoft launched two horrible falsehoods: that patients with
schizophrenia live longer when they take antipsychotics and that only 3% relapsed in the first
year on drugs, while 77% relapsed when the medication was discontinued (see Chapter 5 on
psychosis). Only two of the studies she referred to had a placebo group, and one of these
two studies had only 7-8 patients in each group.

Kessing delivered many falsehoods about depression drugs: that they prevent depression
(like Nordentoft’s way of arguing, this idea is also based on studies where the patients in one
group have been exposed to abrupt quitting (cold turkey); that they don’t increase the risk
of suicide in healthy people; that they can be used in young people because they don’t
increase the risk of suicide; and that the patients don’t become dependent on them (even
though his own study of patients’ experiences had shown exactly this®!). (See also Chapter 2
on depression).

Professor Kerstin Plessen’s falsehoods included the statement that we could see changes
on brain scans in children with ADHD; that ADHD is strongly hereditary (with an 80% con-
cordance between identical twins); and that ADHD drugs improve social functioning, reduce
the risk of crime, and possibly also reduce substance abuse (see Chapter 4 on ADHD).

So, ironically in the extreme, all three professors made the meeting one of falsehoods,
and he who could tell the audience the facts, wasn’t invited.

Psychologist Olga Runciman pointed out that the chemical imbalance story was dead in
other countries and asked if it wasn’t also dead in Denmark. None of the professors replied,
and the chair didn’t hold them to account, not even after | had said, twice, that they hadn’t
replied.

Jens Peter Dam Eckardt Jensen, chief analyst at the patient association Better Psychiatry,
told a very different story. He mentioned a study from 2013 of the relatives' views on
psychiatric drugs:

Only one in five are confident that mentally ill people are treated with the correct
medication and that the healthcare staff react in a timely manner if the patient experiences
side effects from the medication.

Three out of four are worried about the patient's state of health because of the
medication.

One person in two has experienced that the patient has been given the wrong com-
bination/dose of medicine.

More than four out of five have experienced that the patient has had side effects from
the medication.

Four out of five believe that medical treatment is used too much compared with other
forms of treatment (therapy, physical activity, and the like).

One in five has at some point been concerned that the medical treatment has been life-
threatening for the patient.

This last statement was devastating for the fairy tale the professors provided about
psychiatry.
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Eight months later, | emphasised in an interview that many patients end up taking drugs for
the rest of their lives because they have been fooled by the chemical imbalance lie or have
been told they will become brain damaged if they don’t take the drugs.*?

Psychiatrist Lars Sgndergard said he didn’t know of any psychiatrist who attributed
mental illness to a chemical imbalance,’3 to which another psychiatrist, Julius Nissen,
responded: “I have spent my many years in psychiatry talking to a lot of people who have
received exactly this explanation and the comparison with insulin, that it is a substance they
need. This conviction makes it very hard to motivate them to withdraw from the drug. It is
precisely because they, during the withdrawal, de facto experience a ‘chemical imbalance,’
now that the brain is accustomed to the substance. They therefore feel confirmed that the
hypothesis is true because they are ill, even though it is the side effects that must be
overcome.”

That the patients don’t have a chemical imbalance to begin with but that their drugs
create one was acknowledged already in 1996 by Steven Hyman, former director of NIMH.%
In 2017, Videbech postulated again that depressed people have an imbalance in the

brain, on the website of the Psychiatry Foundation.®> And, in their two articles in the web-
based Handbook for Patients, which has official status in Denmark, he and Kessing both
claimed this.”® | complained to the editor four times®’ but got nowhere. They changed a few
minor things and introduced new claims that made their articles even worse. They now
wrote, without references, that antidepressants stimulate the brain to make new nerve cells.
If true, it would only mean that the pills harm the brain, as it makes new cells in response to
a brain injury.%®

| complained again, and again to no avail, and the lie about the chemical imbalance
continued.

Can you imagine a cardiologist saying, “You have a chemical imbalance in your heart, so
you need to take this drug for the rest of your life,” without having a clue what he or she is
talking about? This lie will probably never disappear. In 2019, Maryanne Demasi and | col-
lected information about depression from 39 popular websites in 10 countries. We found
that 74% of the websites attributed depression to a chemical imbalance or claimed that the
drugs could correct such an imbalance.®®

Even in 2022, hospital-based psychiatry in one of the five regions in Denmark mentioned
the chemical imbalance in relation to schizophrenia, depression, affective disorders, and
AHDH on its homepage,'° and the official website for health, sundhed.dk, mentioned it in
relation to depression.10!

The lies and the denial of the facts and psychiatry’s own misdeeds are astounding.
Whenever | have said in my lectures for psychiatrists that many patients have been told they
have a chemical imbalance, | have been met with angry responses demanding that |
document my allegations. When | referred to what patients, health professionals and others
had told me, and to websites where patients have shared their experiences, | was told |
didn’t know what | was talking about, as if it didn’t have any value to listen to people.

When | have argued that the documentation on the Internet is convincing because
patients consistently have the same experiences, | was told these were just anecdotes
which, moreover, had not been published in a peer-reviewed journal, as if that would make
any difference. This is one of many indications that psychiatry is more of a religion than a
science. Without a blessing from the psychiatric clergy, nothing counts.
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In 2003, the deception became too much for six psychiatric survivors. They wrote to the
American Psychiatric Association saying they would begin a hunger strike unless scientifically
valid evidence was provided that major mental illnesses are biologically-based brain diseases
and that any psychiatric drug can correct a chemical imbalance.?

The Association replied that, “The answers to your questions are widely available in the
scientific literature.” In his book, The art of always being right, philosopher Arthur Schopen-
hauer calls this deplorable trick “Postulate what has to be proven.”103

The hunger strike ended when people started getting health problems. The Association
stated that it would not “be distracted by those who would deny that serious mental dis-
orders are real medical conditions that can be diagnosed accurately and treated effectively.”
To suddenly talk of something else, as though it had any bearing on the matter, is a classic
Schopenhauer diversion. Religious leaders couldn’t have invented a better bluff if people
had required proof that God exists: “We will not be distracted by those who would deny that
God exists and knows about people’s problems and can treat them effectively.”

Nothing changed. The textbooks did not use the term chemical imbalance directly, but
many statements were made about drugs correcting what was claimed to be over- or under-
production of chemical messengers in the brain, which is the same thing.

A 2022 article demonstrated the extent to which the psychiatrists still propagate the lie
about chemical imbalances.'%4 All six influential US and UK textbooks published from 1990 to
2010 that the authors examined purport the hypothesis, at least in some sections, and
devoted substantial coverage to it, and most of 30 highly cited reviews of the aetiology of
depression supported it, as did most of 30 research papers on the serotonin system.
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2 Depression

Depression pills are the most used psychiatric drugs. You will note that | do not use the term
antidepressants, because they do not cure depression. In the USA, 13% of adults take
them.1% This is remarkable because people don’t like them and would prefer psychotherapy.

What people get is not decided by what they want or what works, but by widespread
institutional corruption.'% Just before fluoxetine (Prozac) reached the market in 1988, the
NIMH surveyed the public, and only 12% wanted to take a pill to treat depression.%” This
made the NIMH launch a public awareness campaign claiming a 45% difference in effect
between the drug and placebo, whereas the US Food and Drug Administration (FDA) found
only 10%.1%8 Not even this small effect is correct (see below).

The NIHM also claimed that the pills lower mortality, whereas the truth is that they
increase mortality.1% These lies were immensely successful, and the media praised Prozac as
the new wonder drug. However, it quickly became America’s most complained-about drug,
with hundreds of out-of-character suicides and homicides.!1°

In 1992, the UK Royal College of Psychiatrists and the Royal College of General Practi-
tioners launched a five-year Defeat depression campaign,*** which was also about teaching
people the wonders of depression pills. But again, lay people saw it differently: In a survey,
91% thought that depressed people should be offered counselling; only 16% advised
depression pills.

The psychiatrists’ comment on this was that they needed to educate the public about
depression drugs and tell them that dependence was not a problem. | fully understand why
the survey also found that “the word psychiatrist carried connotations of stigma and even
fear.”

The main effect of depression pills is to ruin people’s sex lives. Half of the patients who
had a normal sex life before will have it disturbed or made impossible.'? And yet, in the
upside-down world of psychiatry, the pills that destroy your sex life are called happy pills. |
called them unhappy pills in an article about our harmful happy pill epidemic.'3

This harm can become permanent, and when the patients find out that they will never
again be able to have sex, e.g. because of impotence, some kill themselves.'* Rats can
become permanently sexually impaired after having been exposed to SSRIs early in life,11°
which we confirmed in a systematic review of animal studies.!t®

We also tried to study the harms that persist in humans after SSRIs are stopped, but we
could only include 12 trials. All the authors concluded that the drugs were not beneficial in
the long term, but we could not quantify the drug harms.*'?

When | lectured for Australian doctors in 2015, a child psychiatrist said he knew three
boys on depression pills who had attempted suicide because they couldn’t get an erection
the first time they tried to have sex. It is so cruel.

In most depression trials, the Hamilton Depression Rating Scale is used. It is so unspecific
that even stimulants like cocaine, ecstasy, amphetamine, and other ADHD drugs could be
considered depression drugs. Almost everything could. Many drugs that are not considered
to be depression drugs show comparable effects to them, e.g. sleeping pills, opiates, stimu-
lants, and some psychosis pills.118

Strange as it may sound, and despite their name, antidepressants don’t work for depres-
sion. In flawed, industry-sponsored placebo-controlled trials the difference between drug
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and placebo was only 2 on the Hamilton Scale,'® and the smallest effect that can be per-
ceived on this scale is 5-6.12° This means the drugs don’t work.

This clear message was not welcomed. Eskild Colding-Sgrensen from the Danish Drug
Agency claimed that a 2017 Danish meta-analysis?! - the best ever done - bordered on
irresponsibility. He forgot to say that he had a leading position in Lundbeck from 2010 to
2015.122 The agency published a report concluding that the meta-analysis did not provide
any new knowledge and that there was no reason to change recommendations or informa-
tion about the drugs. This made us publish a newspaper article, Does the Drug Agency work
for patients?'? If there was no new knowledge, then why had the agency approved the
drugs in the first place?

Colding-S@rensen headed the agency’s investigation, and they did not consider it a
problem that he had worked for Lundbeck because he had not worked with depression pills.
We noted that this arrangement corresponds to authorities employing a leader from
Volkswagen to investigate the scandal about fraudulent measurements of exhaustion gases
from diesel oil, arguing that this wasn’t a problem because he had worked with gasoline
vehicles in the company. The agency’s director, Thomas Senderovitz, who came from
Griunenthal, the company that sold thalidomide, announced months before the investigation
what the conclusion would be, as he said the meta-analysis concluded something the data
could not sustain, which was totally false.

Other people also behaved as the industry’s “useful idiots.” The Minister of Health, Ellen
Trane Ngrby, urged the researchers to think carefully before they rushed into print with a
message that could harm vulnerable people.

This led to a question in Parliament initiated by Stine Brix.1?* She asked the Minister to
explain what she meant by “thinking carefully”. Does it mean that “the Minister encourages
researchers not to respond to inquiries from the press, or that, as a researcher, you should
keep research results hidden from the public if they are controversial?"

The Minister disavowed herself. She now fully recognised “the right of researchers to
express themselves about their research or anything else within the framework of our
constitutional freedom of expression.”

The chairman for the Danish Society for General Medicine, Anders Beich, opined that the
researchers had published their results selectively, which was absurd, as they had done a
systematic review of all trials. He also claimed there was no basis for the conclusions —a
totally empty statement.!?®

The director of the Board of Health, Sgren Brostrgm, talked about the lack of nuance,
which had made patients worried. They surely should be worried if they took such drugs!

In an industry-funded magazine, psychiatrist Maj Vinberg characterised the meta-analysis
as “a smear campaign against antidepressant drugs ... doubtful populistic discussions ...
armchair gymnastics ... performed by a group of doctors, statisticians, and medical students
without special knowledge about psychiatry and depressive disorders.” Some of the authors
were highly skilled and were my employees. | responded to Vinberg’s ravings in the same
magazine'?® alerting the readers to my article, The meeting was sponsored by merchants of
death,**” which included AstraZeneca, one of Vinberg’s benefactors.

The small and irrelevant effect of the pills gets even smaller if the placebo is better
blinded by containing atropine, which has similar side effects as the pills.2?® And the minimal
clinically relevant effect is of course larger than the bare minimum of 5-6 that can be
perceived. If you are being buried under a tonne of bricks, it doesn’t help you much to take

19



one brick away, and your depression doesn’t lift just because your psychiatrist has noticed a
small change in a score.

Some meta-analyses have found that the effect is larger in severe depression, but the
reported effects are also irrelevant for very severe depression, only 2.7.12° Moreover, it is
likely just a mathematical artefact that the effect seems to be slightly larger in severe
depression.?3° Since the baseline scores are larger for severe than for mild depression, any
bias will influence the measured result more in patients with severe depression.

It is difficult to get rid of this myth. In a 2023 letter calling for the UK government to com-
mit to a reversal in the increasing use of depression drugs, the authors misleadingly said that
“Multiple meta-analyses have shown antidepressants to have no clinically meaningful
benefit beyond placebo for all patients but those with the most severe depression.” 13!

Psychiatric textbooks are dishonest about the effect of depression pills, and | am not
exaggerating; they truly are. One book claimed that you can notice an improvement on
fluoxetine already after a few days.’32 However, whether the patients are treated with a pill
or placebo, it takes about 3 weeks before anything can be noted (corresponding to the
minimal clinically detectable effect of 56 on the Hamilton scale, see figure).133
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The textbooks mentioned huge effects, e.g. that 60—80% of the patients become healthy
after 6-10 weeks but did not say that this is not a drug effect but the spontaneous remission
of the depression. Moreover, telling patients it takes some weeks for depression drugs to
work keeps them taking them even when they are not feeling better on the drugs but worse.
By the time the weeks have passed, and they still feel bad, they may feel even worse if they
try to stop the drug because they will get withdrawal symptoms.

This false information appears everywhere, also in a newspaper and in our medical
journal, after | had said on TV that the drugs help 10-20% of the patients.'3* | was much too
kind, as the drugs don’t work at all, but my information was called “misleading” and the TV
programme was criticised for having talked to me and not to a psychiatrist.

| explained in 2011 how dishonest the psychiatrists are:*3> “In Weekendavisen on 15
April, Poul Videbech, Raben Rosenberg and Lars Kessing criticise DR (Danish Radio) for
having mentioned that the effect of SSRIs is 20%. They even call it misinformation, but the
criticism is unjustified. Firstly, DR has replied that the information comes from the Danish
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Medicines Agency. Secondly, the psychiatrists themselves write that the difference between
placebo and active substance is precisely 20%.”

The psychiatrists arrive at their high numbers by disregarding the improvement in the
placebo group. But, as a general practitioner noted, this shows they cannot interpret the
evidence.!3® Using their way of thinking, one could argue that drugs can cure 100% of
patients with a common cold.

In 2011, Videbech noted that he had received money from virtually all drug companies in
Denmark, but when a journalist asked him about a handbook for patients with depression
that he had written for a website sponsored by Eli Lilly, he got so angry that he hung up.*3’

When psychiatrists — rarely — acknowledge that the effect of the pills is small, they often
add that it is not important because the patients will benefit from the large placebo effect.
This is a common misconception. Doctors often think the placebo effect is the before-after
difference in a group of patients treated with a placebo, which it isn’t, as the spontaneous
improvement is included. Placebo effects are small, if any.32

One textbook claimed that psychomotor speed, sleeping pattern, appetite, and mood
become normalised, and that depressive thoughts about guilt, inferiority, and suicide vanish.
Absolutely nothing becomes normal because of pill treatment.

When | mentioned on TV in 2011 that depression pills can change a patient’s personality,
Jeanett Bauer, the president of the Danish Psychiatric Association, and another psychiatrist,
Jesper Karle, replied that it was misleading to focus on a side effect that is so scary for
patients and extremely rare.3°

It is not rare, and | criticised Bauer and Karle also for their misleading information about
the drugs. They claimed they worked for two-thirds of the patients and that the side effects
were mild and transient.?*° Six years earlier, Danish psychiatrists reported that half of the
patients agreed that the treatment could alter their personality and that they had less
control over their thoughts and feelings.!*! The psychiatrists refused flatly to believe what
the patients had told them, called them ignorant, and felt they needed “psychoeducation.”
However, the patients’ relatives had the same opinion as the patients.

These pills have turned an episodic disorder into a chronic one. The American Psychiatric
Association’s Textbook of Psychiatry from 1999 stated that, earlier, most patients would
recover from a major depressive episode, whereas now “depression is a highly recurrent and
pernicious disorder.”**2 There are none so blind as those who will not see. In a study of 172
patients with recurrent depression who had been in remission for at least 10 weeks,*? 60%
of those who continued to take drugs relapsed in two years whereas only 8% of those who
did not take drugs and received psychotherapy relapsed. Differences in disease severity
could not explain these results.

Brain scan studies play a major role when psychiatrists try to convince people that their
drugs are necessary. The textbooks are full of extraordinary claims about what depression
pills can accomplish in the brain.'#* But there are no references, and what is claimed is highly
unlikely to be true, e.g. that the pills stimulate nerve cell growth, decrease brain damage,
are neuroprotective, and prevent nerve cell death.

Brain imaging studies are grossly unreliable.'#> In 2022, neuroscientists commented on
the neuro-imaging studies published during the last 30 years and concluded that, “we still
lack a neurobiological account for any psychiatric condition ... functional neuroimaging plays
no role in clinical decision making.”14
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Moreover, considering that depression pills have no clinically relevant effects on depres-
sion and are harmful (see more below), it is immaterial what imaging studies show or don’t
show.

Videbech claimed in 2014 that his and others' studies had shown that untreated depres-
sion led to atrophy in the hippocampus and frontal lobes, and that studies had shown that
antidepressants could reverse these changes, both in animals and humans.'#’

He also believes that depression doubles the risk of dementia,*® and in The British
Medical Journal (BMJ), | disputed another claim that was made, without references, that
depression and anxiety are risk factors for Alzheimer’s disease.'*® However, the meta-
analysis Videbech cited did not mention one word about which treatments the patients had
received.’®® Other studies indicate that it is the drugs that make people demented.** A PhD
holder in psychopharmacology, Jesper Andreasen, however, also believes it is the disease
that makes people demented. He criticised me for not being a psychiatrist or an expert on
psychiatric drugs.'>? Well, | have learned to read and understand what | read, which Andrea-
sen hasn’t because he believes psychiatric disorders are caused by chemical imbalances.

Since depression pills have only small symptomatic effects and many harms, it is relevant to
find out what the patients think about them when they weigh the benefits against the
harms. They do this when deciding whether to continue in a trial till the end or to drop out.

It was laborious to do a study on this. We included 71 clinical study reports (18,426
patients) we had obtained from drug regulators. No one outside my research group had
read the 67,319 pages about these trials before; they amounted to a stack 7m high.

We found that 12% more patients dropped out while on drug than while on placebo.>3
This is a very important result. The psychiatrists’ view is that depression pills do more good
than harm, but the patients’ view is the opposite. They preferred the placebo even though
some of them had been harmed by cold turkey withdrawal effects when being randomised
from a drug they were already on to a placebo. That means that the drugs are even worse
than what we found.

We also looked at quality of life, which we expected would be worse on pills than on
placebo. But now we had come too close to the secrets of depression pills. The reporting of
quality of life was virtually non-existent.'>* A huge amount of data was missing in the clinical
study reports, and selective reporting of outcomes that happened to be positive was
common. Despite this bias, we found only small differences between drug and placebo.

We wondered why the drug regulators had not asked the companies for the missing
data, as was their duty. Considering the gigantic coverup, the result for the drop-out rate,
and all the common drug harms, | have no doubt that the pills worsen quality of life.

In 2017, Stine Brix asked the Minister of Health if it was a reliable conclusion when the
Danish Drug Agency emphasised that in some of the studies an effect on quality of life had
been found, when only three out of 131 studies had published data on quality of life.}> In
her reply, the minister referred to the drug agency that said that there was an effect on
quality of life in the studies where this was measured. This was ultra-comical. Quality of life
was measured in many more studies than those that reported what they found!

The textbooks recommended dose increases to obtain better effects and one noted that

escitalopram was a possible exception to the fact that a dose-response relationship is poorly
elucidated for SSRIs. The FDA package insert for escitalopram directly contradicts this:
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“Initial: 10 mg once daily. Recommended: 10 mg once daily. Maximum: 20 mg once daily ...
No additional benefits seen at 20 mg/day dose.” 16

The truth is that there are many dose-response studies of depression pills and they have
not shown an increased effect with larger doses.*®” What doctors obtain by increasing the
dose is to waste taxpayers’ money and to increase the risk of killing their patients.'>2

For fluoxetine, receptor occupancy is very similar for 20 mg, 40 mg, and 60 mg.*>°
Nonetheless, the UK drug regulator advises doctors to double or triple the dose if the
response is insufficient.’®® This advice can be lethal. More deaths for no gain in effect. It is
horrendous that a drug regulator, which is supposed to issue instructions based on solid
science, says that “it is clinical experience that up-titrating the dose might be beneficial for
some patients.” Psychiatrists value their clinical experience without realising how misleading
it might be, but drug regulators should not support them in this illusion.

The dream of a quick fix for depression never stops. The latest fad is esketamine, the S-
enantiomer or mirror image of ketamine, a dissociative hallucinogen used as a general
anaesthetic for over 50 years. In 2019, two psychiatrists praised esketamine for treatment
resistant depression in the BMJ.*®! | responded with some colleagues that a drug cannot
possibly have a dramatic effect on depression within the first day of treatment unless
something is terribly wrong.62

Psychiatry is a surreal world. Despite all the warnings and deaths, Lykos Pharmaceuticals
is trying to get ecstasy — a psychedelic - approved for treatment of post-traumatic stress
disorder (PTSD). In June 2024, FDA’s advisory panel declined to recommend the approval of
it, and they said the studies were marred by inconsistencies, poor study design and
allegations of misconduct.®3 Time will show if there is any sanity at the FDA. Psychedelics
should not be used in psychiatry, but with my knowledge of the FDA, | find it likely they will
approve the drug.

Psychiatry repeats history and makes the same mistakes over and over, as there isn’t
really anything new. It has become popular again to recommend other hallucinogens, e.g.
psilocybin, produced by fungi, and even LSD (lysergic acid diethylamide) is being dusted off.
In 2020, the authors of a systematic review reported positive results and concluded that LSD
is “a potential therapeutic agent in psychiatry.”1%* Psychiatry is a perpetuum mobile of
mistakes.

It can be useful to know how many patients you need to treat to benefit one of them.
Psychiatrists often refer to this when they claim their drugs are very effective, but the
number needed to treat (NNT) with a psychiatric drug to benefit one patient is largely an
illusion.'®®> The most important reason is that more patients are harmed than those who
benefit.

Harms and benefits are rarely measured on the same scale, but when patients in a
placebo-controlled trial decide whether it is worthwhile to continue in the trial, they make a
judgement about if the benefits they perceive exceed the harms. As already noted, we found
that 12% more patients dropped out on a depression pill than on placebo, which translates
into a number needed to harm (NNH) of 25.16

In psychiatry, NNT is so misleading that it should be abandoned. We might instead use
NNH. Since depression pills harm the sex life in half the patients,'®” the NNH is only two.
Thus, by not using depression pills, we will preserve the normal sex life in one out of every
two patients we do not treat.

What | have just outlined about NNT being an illusion, applies to all psychiatric drugs.
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Exercise works for depression. In a large trial of 156 patients, only 30% of the patients in the
exercise group were depressed, as compared with 52% in the sertraline group, six months
after the four-month intervention period.'®® And a 2024 systematic review found that the
effects were proportional to the intensity of the exercise, with substantial effects on depres-
sion of walking or jogging (effect size 0.62), yoga (0.55), strength training (0.49), mixed
aerobic exercises (0.43), and tai chi or gigong (0.42).16°

Rewarding the companies that cheated the most

A 2018 network meta-analysis in The Lancet by Cipriani and colleagues'’® got enormous
attention in the media even though the drug effect was the same as in earlier meta-ana-
lyses.1”* As we noted, there was nothing new, but the researchers called for antidepressants to
be more widely prescribed.'”?

The meta-analysis ignored entirely the data on harms, and it was so flawed that | wrote the
article, Rewarding the companies that cheated the most in antidepressant trials.'”3

The authors included 522 trials that compared the drugs with each other or with placebo,
and most of the data came from published reports. They ranked the drugs according to their
effect, which was absurd as none of them are effective, and drop-out for any reason. They
claimed that agomelatine, escitalopram, and vortioxetine were both more effective than other
drugs and also better tolerated. As this is extremely unlikely, | took a closer look at the three
drugs.

Astonishingly, a review of agomelatine - which Cipriani co-authored - found no effect on the
Hamilton scale even though none of the negative trials had been published.’* So, we are
supposed to believe that an ineffective drug is more effective than other ineffective drugs. In the
magic world of psychiatry everything is possible ...

It is also far-fetched to believe that escitalopram can be better than citalopram. The active
ingredient is the same as in citalopram, which is a stereoisomer. Stereoisomers consist of
two halves, which are mirror images of each other, but only one of them is active. When
studied by Lundbeck in head-to-head trials, and meta-analysed under Lundbeck’s control, the
active molecule is better than itself.17> All three authors worked for Forest, Lundbeck’s American
partner, and the paper was published in a bought supplement to a journal edited by the first
author of the paper.

Four independent reviews, including by the FDA, concluded that escitalopram is not better
than its mother molecule.’® Independent researchers found that the efficacy appeared to be
better for escitalopram than citalopram in head-to-head trials, but when they did an indirect
comparison of the two drugs based on 10 citalopram and 12 escitalopram placebo-controlled
trials, the efficacy was the same.'’” The drug industry distorts its research to such an extent that
indirect comparisons are sometimes the most reliable ones.

Lundbeck launched escitalopram when the patent for citalopram expired and earned a lot of
money from it via a huge fraud scheme that involved kickbacks and where the positive out-
comes of the trials were already written before the trials were begun!1’8

When | checked the prices in 2009, the rejuvenated “me-again” drug cost 19 times as
much for a daily dose as the original drug. This enormous price difference should have
deterred doctors from using escitalopram, but it didn’t. It sold for six times as much than the
mother drug. If all patients had received the cheapest citalopram instead of escitalopram or
other SSRIs, Danish taxpayers could have saved around €30 million a year, or 87% of the total
amount spent on SSRIs.
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The Cochrane review of escitalopram, which has Cipriani as first author, is disgraceful. It
claims that escitalopram is significantly more effective than citalopram.'’® Cochrane rewards the
companies that cheat the most.

The official task of the government-funded Institute for Rational Drug Therapy is to inform
Danish doctors about drugs in an evidence-based fashion. In 2002, the Institute noted that
escitalopram didn’t have clear advantages over its mother drug.*® Lundbeck complained loudly
in the press and said it was beyond the Institute’s competence to give statements that could
damage Danish drug exports.®! It wasn’t, but the Institute was reprimanded by the Minister of
Health, Lars Lgkke Rasmussen. Our highly praised Institute was only allowed to tell the truth
about imported drugs, not about drugs we export.

Two years later, the Institute announced that escitalopram was better than citalopram.8? |
had a big laugh when | saw the four references in support of the positive statements.8 |
laughed again when an employee from the Institute, Karin Friis Bach, was interviewed on TV.
The journalist asked her if she couldn’t imagine any situation where it might be an advantage
that the drug worked faster. She replied: “Yes, if a patient is about to throw herself out the
window!” This was doubly ironic, as SSRIs double the risk of suicide (see below).

In 2003, Lundbeck breached the UK industry code by advertising that Cipralex (escitalopram)
is significantly more effective than Cipramil (citalopram).'8* Lundbeck also attributed harms to
citalopram in its literature on escitalopram that weren’t mentioned in its promotional material
for citalopram. It is surprising how quickly a good drug becomes a bad drug when the patent
expires.

The European Commission imposed huge fines on Lundbeck and on producers of generic
citalopram that, in return for cash, had agreed with Lundbeck to delay market entry of generic
citalopram in violation of EU antitrust rules.'8> Lundbeck had also purchased generics’ stock for
the sole purpose of destroying it.

Vortioxetine seems to be an exceptionally poor drug. Every author of the short-term trials
had commercial ties to Lundbeck, but independent researchers found that duloxetine and
venlafaxine were significantly more effective than vortioxetine at three of the four dose levels
tested.!8 Pretty “interesting,” given that none of the depression drugs have clinically relevant
effects.

Cipriani hyped his network meta-analysis to the extreme, e.g. in BBC News,'®” where he and
the Royal College of Psychiatrists called it the final answer to the long-standing controversy
about whether the pills work for depression. There were “big differences in how effective each
drug is” (none of them are effective), and “at least one million more people in the UK would
benefit.”

Cipriani’s paper was hyped to the extreme on the homepage of one of the Danish regions,
which highlighted Lundbeck’s expensive me-again drug, Cipralex.'® Videbech - a national icon
for depression - starred as one of Lundbeck’s useful idiots, saying that Cipriani’s meta-analysis
was “far more credible” than the Danish meta-analysis published a year earlier. He even claimed
that Cipriani had considered the sources of error that the Danish researchers had not been
aware of.

As so often before, which is also clear in the textbook he edited,*®° Videbech was highly
manipulative.

First, Cipriani’s review was of very poor quality while the Danish review was exemplary and
rigorous. This is odd, because two of Cipriani’s co-authors are researchers with whom | have
published guidelines for good reporting of network meta-analyses,'®® and a third author is

25



statistician Julian Higgins, editor of the Cochrane Handbook of Systematic Reviews of Interven-
tions that describes in 659 pages how do to Cochrane reviews.

Second, contrary to what Videbech said, the Danes did find a significant drug effect but
noted that “all trials were at high risk of bias and the clinical significance seems questionable.”

Third, there were no errors in the Danish review, and Videbech and Cipriani had not noted
any. Cipriani did not cite the Danish review although it was published 12 months before his own.

Fourth, Cipriani’s review was far less credible than the Danish review, which only included
comparisons with placebo. As noted for escitalopram, head-to-head comparisons of drugs are
notoriously unreliable.’®! Another example: Significantly more patients improved on fluoxe-
tine when fluoxetine was the drug of interest than in trials where fluoxetine was the com-
parator drug.*®? Oddly, as Cipriani co-authored this study, he knew that what he published in
The Lancet was untrustworthy.

Fifth, the effect size in the Danish review was about the same as in Cipriani’s review, 0.26
versus 0.30.

The main difference was how the researchers interpreted their results. The Danes concluded
that “The potential small beneficial effects seem to be outweighed by harmful effects.” Cipriani
concluded: “All antidepressants were more efficacious than placebo,” with no caveats about the
risk of bias even though they said they “assessed the studies’ risk of bias” in accordance with the
Cochrane Handbook.

My research group showed that the outcome data in Cipriani’s review differed from the
clinical study reports in 63% of the trials; that the effect of the drugs was higher in published
than in unpublished trials; and confirmed that there was a high risk of bias in the trials.1
When their paper was accepted for publication, the editor wrote to Cipriani asking him to
respond. He didn’t find it necessary to defend his research, or, more likely, he abstained
because he couldn’t defend it.

The absurdity of it all can be seen by comparing two articles in The Guardian. Prozac did
not work in 2008 (effect size 0.32),%°* but ten years later, all drugs worked (effect size 0.30).

The Guardian 26th Feb 2008 The Guardian 21st Feb 2018

Prozac, used by 40m people, does not The drugs do work: antidepressants are
work say scientists effective, study shows

Analysts of unseen trials and other data concludes it Is Bo better than Doctors hope study will put to rest doubts about the medicine, and
belp to address global under treatment of depression

1 efBcial antidepressants are not snake ol of 4 consphracy

placebo
Full text: the PLoS paper

This whole affair was hugely embarrassing for Cipriani et al., Cochrane, The Lancet, and
Videbech. Virtually all Cochrane reviews and another network meta-analysis Cipriani did, of
depression drugs in children and adolescents,'®> should also be distrusted. This is clear if we
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compare the results obtained in these reviews with the data in the clinical study reports the drug
companies have submitted to drug regulators, which are far more trustworthy.%®

Danish psychiatrist Ole Bjgrn Skausig contributed to the absurdity when he published a
comment in our medical journal in 2011 with the headline: Should one prescribe the best or
the cheapest?*®” He argued that, “Internationally, escitalopram is recognised as clearly the
best SSRI ... experience also counts ... meta-analyses are often of little use, even if they are
currently in vogue.” He advised that one should double or triple the dose; said it is cheaper
for society if the patients become cured; and noted that he often used antiepileptics,
lithium, and atypical antipsychotics for patients with depression.

It is rare that people so clearly admit how dumb they are. Escitalopram is not better than
other depression drugs; clinical experience is highly misleading; meta-analyses of random-
ised trials is the most reliable evidence we have; drugs that don’t work, don’t work any bet-
ter if you triple the dose, which will increase the risk of dying; no drug can cure depression;
and you will learn below that depression should be treated with psychotherapy, not with
toxic drugs. Skausig denied that the drug companies had hidden suicidal events on their
depression drugs and claimed | had misled the public when | said so. He did not tell his
readers that he is a psychiatrist and had received honoraria from Lundbeck and Novartis.1%

The STAR*D study, a NIHM $35 million fraud

STAR*D, a huge trial financed by the NIMH at a cost of $35 million, is a remarkable story of
fraud.'® It was a study of “real-world patients,” and with 4,041 included patients, it was the
largest effectiveness study ever conducted of depression pills. | wonder what the investiga-
tors used the huge grant for, and as it was a simple, pragmatic study, it could have been
done at virtually no cost.

The investigators announced boldly that the study would produce results with “substan-
tial public health and scientific significance.”?? It surely did, but not in the way they had
imagined.

There was no placebo group. All patients started on citalopram, manufactured by Lund-
beck. This was motivated by the erroneous claims that citalopram did not have any discon-
tinuation symptoms and that it was safe to use in elderly patients. A more plausible reason is
corruption: Ten of STAR*D’s authors reported receiving money from Forest, Lundbeck’s
American partner.

When the study was over, NIMH announced that “about 70% of those who did not
withdraw from the study became symptom-free.” The investigators also made numerous
false claims, e.g. that the remitted patients had “complete absence of depressive symptoms”
and had “become symptom-free.” However, a “remitted” patient could have a Hamilton
score of 7. The only Hamilton suicide question, “feels like life is not worth living,” is scored as
1, and other symptoms scored as 1 include “feels he/she has let people down” and “feels
incapable, listless, less efficient.” No honest professional would describe such patients as
being symptom-free.

The researchers noted in their abstract that, “The overall cumulative remission rate was
67%.” However, in the main text, they admitted that this was a “theoretical” remission rate
assuming that those who exited the study had the same remission rates as other patients.
This is false, and numerous studies have shown that there are more treatment failures
among those who drop out than among those who continue.

27



The investigators cherry-picked the data they used. And they changed the measurement
scale, which we call the Texas sharpshooter fraud. You fire a gun towards a target but miss it.
Next, you wipe out your target and draw a new one around your bullet hole and present this
to the public. They also included patients that should have been excluded according to the
protocol.

The presentation of the data was confusing. It is extremely difficult to find out what hap-
pened and to correct all the errors. Fortunately, Ed Pigott et al. did the hard work. It turned
out that only 3% of the patients who entered the trial remitted, stayed well, and stayed in
the trial during the one-year follow-up.2°* When a journalist interviewed one of the investi-
gators, Maurizio Fava, he acknowledged that the 3% success rate was accurate and that the
investigators knew this all along.2%?

The investigators bombarded doctors and the public with the mendacious message that
depression pills enable 70% of the patients to recover. The drugs were “far more effective”
than placebo, which is a ridiculous statement as there was no placebo group in the study,
and whatever the true recovery rate, it was mainly due to spontaneous remission.

The many STAR*D papers - over 100 by 2011 - display highly selective reporting of
outcomes, numerous false claims, contradictory statements, and even pure fiction. Also, 11
prespecified outcomes had still not been reported.?° The abstract in one paper stated that
suicidal ideation was seen in only 0.7% of the patients, which caused the authors to dismiss
concerns about suicidality caused by the drugs. However, some of the same authors stated a
ten times higher suicidality rate in other papers. Psychiatry is full of surprises ...

Ed Pigott says that all the errors he identified during his more than five years of research
had the effect of making the effectiveness of the drugs look better than they were .2%*

The STAR*D study is so fraudulent that all the publications should be retracted.?%> But
when Bob Whitaker wrote to Ned Kalin, the editor of the American Journal of Psychiatry,
notifying him of a petition signed by over 1,800 people calling for retraction of the first
fraudulent article,?% Kalin did not even reply.2%” Instead, some of the STAR*D investigators
doubled down on the fraud in the journal, without mentioning the petition. They were so
arrogant that they lied, accusing Pigott’s analyses of being flawed and based on post-hoc
criteria, although Pigott used their own protocol.

So, the response by the journal was to publish even more lies. The owner, the American
Psychiatric Association, did nothing either. As Bob explains, this demonstrates that delibe-
rate research fraud in this domain of medicine is acceptable practice, which in this case has
done extraordinary harm.2% The STAR*D study is still highly cited in psychiatric textbooks
and elsewhere,?® and its fraudulent results are not questioned.

Mainstream media have failed their journalistic obligations. American newspapers have
remained mute, even though Pigott and colleagues have contacted reporters at The New
York Times and other major newspapers, urging them to set the record straight.?'° The Times
has been repeatedly urged to write about this scandal, but the paper has not only refused —
it even published the false claim of 70% effect again in a 2024 article that praised the
drugs.?!! Pigott et al. showed that if the STAR*D investigators had adhered to their protocol,
they would have reported a remission rate of only half as much, that is, 35%.

Why did the Times repeat the fraud and praise drugs that don’t work and cause suicide?
Did the Times sink “to a new low in its psychiatric drug coverage” because it is desperate not
to lose advertising income??12
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Cochrane review of depression pills in children: dangerous garbage

A 2021 Cochrane review of depression pills in children?!3 demonstrates the saying, “garbage
in, garbage out.”?4

The very title shows that Cochrane is too beholden to industry: New generation anti-
depressants for depression in children and adolescents: a network meta-analysis. New
generation (or second or third generation) drugs are marketing terms whose aim is to give
readers the impression that these drugs are better than old drugs. The terms have no
relevance or meaning. The first author is Sarah Hetrick, editor in the Cochrane Mental
Disorders group that published the review; she should have known better.

The abstract is full of nonsense. It says that “There is an association between major
depressive disorder and suicidal ideation, suicide attempts, and suicide. Antidepressant
medication is used in moderate to severe depression.” This gives the readers the impression
that the pills protect against suicide. The abstract should have warned that the pills can
cause suicide.

We are told that “The evidence is very uncertain” for suicide-related outcomes for six
named drugs. This information is misleading and dangerous. We have known for 20 years
that depression pills increase the suicide risk in children and adolescents (see below). The
Cochrane authors miss the forest by looking at one tree at a time, and it gets worse:

“There is low certainty evidence that escitalopram may ‘at least slightly’ reduce odds of
suicide-related outcomes compared with placebo (OR 0.89, 95% Cl 0.43, 1.84).” The confi-
dence interval goes from 0.43 to 1.84. This is not evidence that the drug reduces the suicide
risk. The confidence interval includes the possibility that escitalopram doubles the suicide
risk, which is exactly what it does.

Similarly, to say that four named drugs may “at least slightly” increase odds of suicide-
related outcomes is dangerous nonsense that downgrades this harm. And “slightly” is a
subjective term that does not belong in a scientific paper. People will not agree about what
“slightly” means, and when does it stop being slightly and becomes moderately or
substantially?

The nonsense continues in the abstract. “There is moderate certainty evidence” (what is
that?) that venlafaxine “probably” results in an “at least slightly” increased odds of suicide-
related outcomes compared with desvenlafaxine. In this case, the difference was statistically
significant, so why talk about “probably” and “at least slightly?” The main problem is that
desvenlafaxine is the “me-again” product of the mother molecule, venlafaxine, which is a
stereoisomer. What is the likelihood that a drug can be better than itself? Cochrane didn’t
bother but behaved as the mouthpiece of Pfizer, the manufacturer.

The Cochrane authors should have learned from the devastating criticisms that were
raised against Cipriani’s review, but they didn’t learn anything.

| had access to Eli Lilly’s clinical study reports and therefore knew that Graham Emslie
had omitted two suicide attempts among 48 children on fluoxetine in the publication of his
first trial of fluoxetine.?%® | tried to find out if Hetrick et al. had included these two events in
their meta-analysis, but it was impossible. Some of the text was gobbledegook: “Additional
data were sought and supplied by the authors. Data in the MA for child, adolescent and total
populations taken from paper publication and these additional data Child and adolescent
data from author. MHRA # X065 MHRA contacted for additional data some of which was
provided.”
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After having read the abstract, | realised it would be a waste of time to read all the 225
pages in the review, which could have been written in five pages. The evidence clearly shows
that these drugs should not be used in children or adolescents. But the authors’ conclusions
were absurd:

“Our findings reflect the average effects of the antidepressants, and given depression is a
heterogeneous condition, some individuals may experience a greater response. Guideline
developers and others making recommendations might therefore consider whether a
recommendation for the use of newer generation antidepressants is warranted for some
individuals in some circumstances.”

The authors apparently don’t know what statistical variation is. We use average effects to
draw conclusions, but the authors presented wishful thinking and behaved as the drug
industry’s useful idiots. Their argument can be used about all ineffective treatments, also
bogus treatments like homoeopathy. Some individuals may experience a greater response
than others, right? This is Cochrane at its worst.

Driving children to suicide with happy pills

Nothing illustrates the lethal power of drug marketing, corruption of doctors, and fraud
better than the fact that it has been possible to convince doctors to prescribe depression
drugs to children even though they don’t work for them and double their risk of suicide (see
below).

The drug companies’ fraud is grave. They have hidden suicides and suicide attempts in
their trials, or they have added them to the placebo arm, although they didn’t belong
there.2%®

The FDA is complicit in this fraud. When they analysed the suicide risk in 2006, for all
ages,?!” they asked the companies to send suicide-related adverse events to them knowing
perfectly well they couldn’t be trusted. Earlier, when FDA reviewers and independent
researchers had found that the drug companies had concealed cases of suicidal thoughts
and acts by labelling them “emotional lability,” the FDA bosses suppressed this informa-
tion.?'8 When FDA'’s safety officer Andrew Mosholder concluded that SSRIs increase the
suicide risk among teenagers, the FDA prevented him from presenting his findings at an
advisory meeting and suppressed his report. When the report was leaked, the FDA’s reaction
was to do a criminal investigation into the leak.?®

As the companies knew the FDA wouldn’t check their work, it was easy for them to cheat
also on this occasion. | have shown that, in trials of some drugs, there were more suicides
than in the whole FDA analysis of all the drugs.??°

Thomas Laughren was responsible for FDA’s 2006 meta-analysis. He published a paper
five years earlier using FDA data where he reported 10 times as many suicides per 10,000
patients randomised to depression pills??! than in his 2006 analysis. It is amazing that it can
be so subjective if someone died or not but remember: This is psychiatry.

The FDA reported in 2006 that depression pills double the risk of suicide, suicide
attempts, or preparation for suicide in people under 25 years of age.??> The suicidal event
rate was shockingly high: 2 out of 100 young people experienced this during a few weeks of
treatment. Many children, who didn’t suffer from any psychiatric disorder, have killed
themselves because of the unbearable harms of the drugs, which they didn’t recognise, as
they thought they had gone mad.??
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The drug companies knew how dangerous their drugs were before they marketed them.
Eli Lilly knew that fluoxetine could cause a strange, agitated state of mind with unbearable
rage, delusions, and disassociation, or an unstoppable urge to commit suicide or murder.2%*

Suicide, violence, and homicide on depression pills and other psychiatric drugs are
strongly associated with akathisia,??> which is a state of extreme restlessness and inner
turmoil. It literally means you can’t sit still. You may have the urge to tap your fingers, fidget,
jiggle your legs, or endlessly pace up and down. Akathisia need not be visible, but it can
cause inner torment with extreme anxiety.

Although akathisia is one of the most dangerous symptoms that exist, psychiatrists often
overlook or dismiss it. One textbook called key symptoms of akathisia “agitated depres-
sion.”226

In 2011, Lundbeck’s director, UIf Wiinberg, claimed in a Danish radio programme that
depression drugs reduce suicides in children. At the same time, Lundbeck’s US partner
Forest was negotiating compensation with 54 families whose children had committed or
attempted suicide while taking Lundbeck’s depression pills.

The journalist and the invited expert from the Danish Drug Agency were stunned, and |
published an open letter to Lundbeck on a science site.??’ Lundbeck’s research director,
physician Anders Gersel Pedersen, responded in a highly condescending way:2%8

“We have — with regret — read Peter Ggtzsche’s open letter, which unfortunately seems
characterised by a limited professional insight into the complicated and extremely important
issue of suicide and suicidal behaviour associated with depression in children and adoles-
cents, and a possibly increased suicide risk in relation to treatment of depression with anti-
depressants ... In our view, any dialogue on this important topic should be evidence-based
and not just take the form of superficial polemic on an insufficient basis.”

Pedersen’s article tells us a lot about how people in drug companies think. For research
directors in drug companies, science is just window dressing. | have explained at length?%®
why his seven references are misleading.

Pedersen argued that that there is no clear relationship between suicidal behaviour,
suicide attempts and suicide. This is not correct. People who display suicidal behaviour are
at much greater risk of suicide than people who don't.

Pedersen quoted a study of suicides in Danish children?3 by Kessing who was on the
Lundbeck payroll. Suicides were 19 times more common when the children had been
treated with an SSRI. The study was funded by The Lundbeck Foundation and the result
wasn’t good for Lundbeck. The authors presented another analysis where they had cor-
rected for psychiatric hospital contact. The risk was still increased, 4.5 times, but “no longer
quite significant.” It is wrong to correct for psychiatric hospital contact, which increases the
suicide risk for psychiatric patients 44 times.?3! A correction for a factor in the causal chain
will spuriously attenuate or remove a true relationship.

Kessing found that SSRIs dramatically increase the risk of suicide in children but con-
cluded the opposite: “Not treating severely depressed children and adolescents with SSRIs
may be inappropriate or even fatal.”

What is fatal is that we have psychiatric professors like Kessing and Videbech who have
cited this study uncritically many times as “evidence” that depression drugs do not cause
suicide, e.g. in Politiken in 2020.23? To be sure no one would miss the point, Videbech used a
declarative title, “No, Peter Ggtzsche: Medication for depression is not crazy. It is actually
extremely useful.” Videbech claimed that it is “evident that without clinical experience it is
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impossible to meaningfully interpret the results of various studies.” This is plain nonsense. |
would say that, without a rudimentary knowledge of research methodology, it is impossible
to meaningfully interpret the results of various studies. Videbech is in that position.
Lundbeck’s horrendous lie made me begin to warn strongly against the suicide risk of the
pills, on radio and TV, and in articles, books, and lectures. In 2011, the Danish Board of
Health reminded family doctors that they should not write prescriptions for depression pills
for children, which was a task for psychiatrists. As they had done this before, to little effect, |
am convinced that the huge drop in usage we saw was due to my tenacity (see figure).?33
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Even though professors of psychiatry in all three countries continued to propagate the lie
that depression pills protect children against suicide, the number of children in treatment
decreased by 41% in Denmark while it increased by 40% in Norway and 82% in Sweden.

Considering all ages, the consumption of depression pills increased by 37% between
2010 and 2020 in 24 European countries.?3* Denmark was the only country where usage
dropped (by 4%).

In 2013, | debated with Kessing on TV in the Evening Show about suicides caused by depres-
sion pills. | have uploaded the debate,?3> and bits of it appear in the film, Diagnosing
Psychiatry.?3® Kessing denied the science and the drug agencies’ warnings totally, saying that
we know with great certainty that SSRIs protect against suicide. He added that the risk of
suicide is large when people stop SSRIs but failed to mention that this is because of the pills’
harmful withdrawal effects when the patients stop cold turkey.

Shortly afterwards, Kessing accused me of being unprofessional and campaigning against
antidepressants, claiming that there isn’t a single study in the world that has shown that
they increase the risk of “completed suicide.”?3” | replied that his erroneous statements
hardly increased the confidence in the specialty’s professors and that another professor,
Videbech, agreed with me in a debate we had on radio and TV two weeks earlier that SSRIs
can cause suicide.?3®

Three days later, | was in another TV debate with Kessing, this time about how we could
reduce the consumption of depression pills. Kessing claimed they are not dangerous. Lund-
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beck’s research director, Anders Gersel Pedersen, said that what is most dangerous is not to
treat the patients, and he claimed they don’t become addicted but get a relapse when they
stop taking the pills. Kessing claimed that only 10% of those who visit their family doctor
aren’t helped - quite a remark about drugs that don’t work!

When the interviewer asked Kessing how the consumption of pills could be reduced, he
didn’t answer the question. He said we knew for sure that there had been a rising incidence
of moderate to severe depression over the past 50 years. This is not true.?* | explained that
the criteria for diagnosing depression had been substantially lowered during these 50 years,
and that the prevalence of severe depression has not increased. Most patients who get a
diagnosis of depression live depressing lives, e.g. are married to the wrong person, have a
bullying boss, a tedious job, no job, or a chronic disease. It is not the task of doctors to try to
get them out of this predicament, and a pill won’t help. A doctor who saw a depressed
unemployed person and suggested medication, got this indignant reply, “l don’t need
medication; | need a job.”?*° Unemployment, poverty, trauma, and other psychosocial
factors are major risk factors for depression.?#!

| have been continually harassed by professors of psychiatry.?*2 Kessing opined in 2016
that our meta-analyses documenting the suicide risk were unusually unscientific and pub-
lished in journals of little scientific standing. | see. Using the best available methods and
publishing in journals of high repute, such as the BMJ, Journal of the Royal Society of Medi-
cine, and Canadian Medical Association Journal,>*3 apparently equals poor science.

Raben Rosenberg’s ravings about me included "a shrill tone with highly subjective inter-
pretations," "monomaniacal and know-all form that reflects a contempt for the psychiatric
profession," "ideological crusade, which is ethically deeply problematic," and "anti-psychia-
tric campaigns, the background of which is the gross simplification principle."

If you have no arguments, it seems you raise your voice, or talk nonsense, or both.

In Sweden, things were also bad. In 2017, the leaders from the Board of Health and the Drug
Agency and four “experts” wrote in the Swedish Medical Journal that fluoxetine should
sometimes be used in young people: "There is no evidence that treatment with antidepres-
sants increases the risk of suicide. Rather, the evidence points in the opposite direction.” Can
it be worse than this? Official authorities saying the opposite of what is true. | responded
and explained why these drugs should not be used.?**

In 2019, two European researchers finally put an end to the psychiatrists’ lethal fairy tale.
They re-analysed FDA trial data and included events occurring during follow-up,?* which is
the right thing to do because, in clinical practice, people also stop taking the drugs at some
point. They included all ages and found double as many suicides in the active groups as in
the placebo groups.

In our 2016 systematic review in the BMJ of the clinical study reports, we found that
depression pills double suicidality in children and adolescents and increase aggression 2—3
times.?*¢ We had access to individual patient listings in appendices for 32 of our 70 trials and
they were revealing. Considering all ages, four deaths were misreported favouring the active
drug; 27 of 62 suicide attempts were coded as emotional lability or worsening depression;
and the patient narratives listed homicidal threat, homicidal ideation, assault, sexual mole-
station, a threat to take a gun to school, damage to property, punching household items,
aggressive assault, verbally abusive and aggressive threats, and belligerence.

Even though akathisia was sometimes miscoded as hyperkinesia, or not coded at all, we
found it occurred twice as often on the pills than on placebo.
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Our findings are important, considering the many school shootings and other mass
murders where the killers were on such drugs.?*’” The authorities routinely hide this in order
not to raise concerns about the pills, but we know that the Germanwings pilot who took a
whole plane-load of passengers with him when he committed suicide in the Alps, and that
the Belgian bus driver who killed many children by driving his bus into a mountain wall, were
on a depression pill.

The professional stupidity is shocking. When one of the teenage shooters in the Colum-
bine High School massacre was found to have taken a depression pill, the American Psychia-
tric Association denounced the notion that there could be a causal relation and added that
undiagnosed and untreated mental illness exacts a heavy toll on those who suffer from
these disorders.?*® This is sickening marketing-speak copied from the industry’s playbook.
The other murderer had also taken depression pills.

When we published our review in the BMJ, adolescent psychiatrist Bernadka Dubicka
accused us of harming young people because we pointed out that depression drugs increase
their risk of suicide. He opined that depression in young people was undertreated; that our
paper was fundamentally flawed in presentation and logic; that the results were misrepre-
sented by the BMJ in its press release; and a lot else besides, which was also dangerous
nonsense.?*® Marc Stone from the FDA accused us of having misrepresented an FDA study,
which we hadn’t, and ironically, he seriously misrepresented not only his own work but also
a paper by one of his FDA colleagues.>*° We replied to these unfounded attacks.?>!

Psychiatry professor Lars Mehlum from Oslo said it was a problem that we had defined
suicidality very broadly and that there wasn’t a significantly increased incidence of suicide or
suicide attempts.?>? He claimed it was wrong when we concluded that the drugs increase the
risk of suicide in children and young people.

Other critics were equally unreasonable.?>® General practitioner Sheraz Yasin found it
negligible that we had shown that antidepressants double the rate of activation or other
precursor events for aggression and suicidality when given to adult human volunteers com-
pared with placebo.?>* And many psychiatrists continued to think they could use the drugs
safely in children and adolescents, e.g. Detlev Degner mentioned individualised treatments
or balanced risk-benefit analysis in his second rapid response in the BMJ. He called it a “one-
dimensional, dangerous ideology” that we suggested prohibiting the use of depression drugs
in children and young people. It is not ideology but evidence-based medicine to call for a
ban on using drugs that don’t work and cause serious harms, including suicide. As it is
impossible to predict which children will be driven to suicide because of the adverse effects
of the drugs, individualised treatments cannot be practised safely, and it is dangerous to
suggest this fake fix.

Psychiatrists often deny that drugs that perturb brain function can cause violence and
homicide. But an analysis of 1,937 cases of violence submitted to the FDA, 387 of which
were homicide, showed that violence was particularly often reported for depression pills,
sedatives/hypnotics, ADHD drugs, and a smoking cessation drug that also affects brain
function.?>>

In 2018, | described a tragic suicide on depression pills in a newspaper, Jyllands-Posten.?>®
The parents of Rasmus Burchardt contacted me after their 19-year-old son had hanged
himself in their bathroom 18 days after the family physician had prescribed mirtazapine for
sleep problems and school fatigue. Neither they nor Rasmus had been warned that depres-
sion pills can cause suicide and they wanted me to write about it to warn others. It was
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incomprehensible to them how this could have happened because Rasmus had never
previously had suicidal thoughts or suffered from depression.

Rasmus’ girlfriend was worried about a message he had sent the same day: "These
fucking pills make the thoughts impossible to stop, and right now | want everything to stop.”
She went to the house with a friend and found him dead.

| explained that Rasmus’ story was typical of suicides caused by depression pills. They
often come without warning and the method is usually violent, e.g. hanging, shooting, or
jumping in front of a train, which almost guarantees that the suicide attempt succeeds. The
more common approach is to take an overdose of pills, which is often a cry for help.

My article ignited a lot of discussion. Two leading professors of psychiatry, Poul Videbech
and Per Hove Thomsen, and psychiatrist Poul Erik Buchholtz, claimed that the pills protect
against suicide.?*” Buchholtz also claimed that psychotherapy wasn’t an option even though
my oldest daughter Pernille and | had shown that psychotherapy for patients who have
attempted suicide halves the risk of another suicide attempt.?>8

The chairman of the Danish Society for General Medicine, Anders Beich, believed that
the long waiting time for psychiatrists could be disastrous, because it is dangerous to have
depression, which can lead to suicide.?*® It can only be an advantage to have long waiting
lists for psychiatrists who prescribe pills that double suicide rates.

In 2018-19, | informed the Boards of Health in the Nordic countries, the UK, Australia, and
New Zealand that the consequence of the collective, professional denial was that children
and adults continued to commit suicide because of pills they thought would prevent
suicide.?®? | urged the boards to act and told them that my warnings had caused the use of
depression pills in children to be almost halved in Denmark, whereas it had increased in the
other Nordic countries.

| was met with indifference. | got no or late replies, meaningless replies, or outright
denial of the evidence.?%! It took the Finnish Ministry of Social Affairs and Health five months
to admit that “increased suicidal thoughts have been connected with SSRIs in some studies.”
When all studies are considered, it is clear that depression pills increase not only suicidal
thoughts, but also suicidal behaviour, suicide attempts, and suicides, even in adults.

The Swedish Drug Agency replied after a delay of six months. It was all about processes
and treatment recommendations the agency had issued in 2016, which | looked up.?%? Under
side effects, suicidality wasn’t mentioned at all. Further down, the document noted that the
pills increase the risk of suicidality slightly, but “do not increase the risk of suicide, and there
is some evidence that the risk is decreased.”

This is a lie. The Swedish package insert for fluoxetine, which the agency has approved,
mentions that suicide-related behaviour (suicidal thoughts and suicide attempts), hostility,
and mania are common side effects in children. Some of the experts the agency had used,
e.g. Hakan Jarbin, had financial ties to the manufacturers of depression pills, but none of this
was declared in the drug agency’s report.

In 2020, | wrote to the boards again, this time attaching my paper about their inaction.?63
The Icelandic Directorate of Health replied that they had asked the psychiatrists in charge of
child and adolescent psychiatry to give their opinion nine months earlier, with a reminder,
but they did not have time to respond. | replied: “They should be ashamed of themselves.
Children kill themselves because of the pills and they don’t have the time to bother about it.
What kind of people are they? Why did they ever become psychiatrists? What a tragedy for
the children they are supposed to help.”
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| informed Bob Whitaker about this, and he replied that the inaction by the medical
profession regarding the prescribing of psychiatric drugs to children and adolescents is a
form of child abuse and neglect, and institutional betrayal.

| did not get any replies from the UK or Australia. An undated letter from the Ministry of
Health of New Zealand said the drug regulator had not approved the use of fluoxetine for
people less than 18 years of age. However, this is no hindrance for usage, which increased by
78% for depression drugs between 2008 and 2016,2%* and a 2017 UNICEF report showed
that New Zealand had the highest suicide rate in the world among teenagers.2%°

Lundbeck has been very successful in driving children to suicide. In 2023, the FDA lowered
the age for which escitalopram (Lexapro) can be used, from 12 to 7 years based on a trial in
generalised anxiety disorder.?%® As is usual for Lundbeck, it was marketing dressed up as
science.?®’ Ten of the 11 authors had a financial conflict of interest, and the manuscript was
ghostwritten. The paper concluded that the drug worked and was well tolerated, both of
which were wrong. Adverse events occurred in 76 of 137 children on the drug and in 51 of
136 on placebo (P = 0.004, my calculation; there were no P-values for harms in the article),
and more children had suicidal ideation on escitalopram (13 versus 2, P = 0.006), “with the
most common ideation in the least severe category (“wish to be dead’’; 9 versus 1, P = 0.02).

Readers might wonder how, according to Lundbeck, “l wish to be dead” can be the least
severe suicidal ideation category.

After the 8-week trial period, 43 children on the drug were switched to placebo cold
turkey. This was unethical and violated international guidelines. It is not surprising that it
caused some children to experience suicidal ideation or behaviour or that they wished to be
dead (according to the supplementary material).

The effect was minor and statistically significant only for one of the three observer rating
scales used. The children were not asked how they felt. They would likely have found the
drug ineffective, which they did in the two fluoxetine trials in depression we reviewed.2%8

FDA's package insert for Lexapro notes that, “The safety and effectiveness of Lexapro
have not been established in pediatric patients less ... than 7 years of age.” Sure, but it has
been established for older children that Lexapro is dangerous. The package insert mentions
that, for all antidepressants, for patients less than 18 years old, 14 additional patients per
1000 will experience suicidal thoughts and behaviours on drug compared to placebo. This is
an unacceptable harm for drugs that don’t work for children.

Under Incidence of Adverse Reactions are listed some minor adverse effects that are
more common on Lexapro than on placebo. There are no data on the statistically significant
increase in suicide risk in the trial of generalised anxiety disorder (see above), even though
the package insert gives other data from this study, but only for efficacy and only for the
scale where the outcome was statistically significant.

| have described the corruption at the FDA in detail in two of my books.2%° The failure in
drug regulation causes some children to kill themselves, which makes the FDA complicit in
this crime against humanity (see below). The only decent action is to ban the use of
depression drugs in children.

Experts in suicide prevention contribute to the crime against humanity

So-called experts in suicide prevention contribute to the crime against humanity. They are
biased towards drug use and cherry-pick the studies they quote even when they call their
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reviews systematic.?’% Suicide prevention strategies always seem to incorporate depression
pills, e.g. in a programme for US war veterans.?’!

In 2017, Norwegian researchers noted that it is a myth that mental disorders play a signi-
ficant role in at least 90% of suicides.?’? In most cases, there is no pre-existing mental dis-
order, but a depression diagnosis is assigned retrospectively using “psychological autopsy.” It
is impossible to diagnose depression in a dead patient, as many of the diagnostic questions
are about how the patient feels and thinks, which therefore involve speaking with the
relatives who may be unwilling to disclose problems that put some of the blame on them-
selves.

The article by the Norwegians is convincing but was difficult to publish. They received
positive peer reviews and the editor invited resubmission, but a new editor rejected the
article noting that the findings “are not sufficiently incremental beyond current knowledge
and are not sufficiently persuasive to back up its significant claims.”

This is what philosopher Harry Franklin calls bullshit, which he considers short of lying.
The new editor had a conflict of interest and had stated in his own publications that mental
disorders play a significant role in 95% of suicides.

The researchers went on an Odyssey with many submissions, rejections, and discussions
with editors, and an interesting pattern emerged. Reviewers who concurred with their mes-
sage or welcomed articles questioning established truths, provided brief reviews. Others did
not debate the science but used the deplorable tactic described in The art of always being
right by philosopher Arthur Schopenhauer, of intimidating your opponent by choosing meta-
phors favourable to your position.?’* The Norwegian researchers were accused of taking an
extreme stance; they were unbalanced; they were not trained as psychiatrists; they were
polemical; they just expressed opinions; or they were like climate change deniers.

When the article was ultimately published and the editor invited critical comments, none
arrived. This is also typical. If you can’t win, you had better keep quiet.

In 2017, 29 suicide prevention experts from 17 countries published a report with the
authoritative title, Evidence-based national suicide prevention taskforce in Europe: A
consensus position paper,?’> which quoted a “systematic review” conducted by 18 experts.
However, the review was not systematic. It did not include the numerous studies or reviews
that went against the authors’ dangerous recommendation of drug therapy as suicide
prevention.

It was exceedingly difficult for the Norwegian researchers to publish a criticism of the
report.?’® Their paper was rejected by six journals, for political reasons.

In 2020, they published an article online with interviews of professionals about their
experiences of working with the implementation of the Norwegian action plans and guide-
lines for suicide prevention.?’’ The professionals were highly critical of the monopolisation
of “the truth” within the suicide prevention community. One month after the article was
published, the researchers received a letter from the editors stating that they had received a
complaint about defamatory content. They wanted to republish the article but would give
the researchers the opportunity to withdraw it first.

This was a trap, which | have also been exposed to. You should NEVER accept such an
“offer” from an editor who will undoubtedly use the opportunity to reject your paper after
additional peer review.

It was easy to guess that the complaint came from the National Centre for Suicide
Research and Prevention. The authors refused to withdraw the article, which resulted in a
five-month battle where they needed legal assistance from their university and from
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Germany where the publisher is located. The German lawyer concluded that there was
nothing defamatory in the content. In fact, the content was protected in legislation on
freedom of speech.

But the theatre of the absurd continued. The editors now wanted to investigate if there
was any basis in the data for what they called "strong allegations" and demanded that the
interview transcripts be handed over. This would have been a serious breach of confiden-
tiality, and the researchers refused to comply. Instead, they sent material to the editors
showing that the national suicide centre had publicly confirmed their findings in several
professional journals.

Then, the editors asked the university to investigate the researchers for scientific miscon-
duct. The university gave in to this unwarranted demand and its investigation fully supported
the researchers. Only then did the editors accept that the article would remain in the
journal.

| corresponded with the primary author, Professor Heidi Hjelmeland, about this saga,
which made me search on the Internet to find out what the “experts” opine today about
using drugs for suicide prevention. A systematic review from 2021 in the psychiatrists’ flag-
ship journal, American Journal of Psychiatry, entitled Improving suicide prevention through
evidence-based strategies was shocking.?’® The abstract claimed that “Meta-analyses find
that antidepressants prevent suicide attempts.” The psychiatrists even had the audacity to
call their lethal advice “evidence-based strategies.”

As already noted, in randomised trials, depression pills double not only the risk of suicide;
they also double suicides, with no age limits.?”?

People who consider themselves suicide experts are usually just the opposite. A 2015 “state
of the art review” by Bolton et al. in the BMJ?® about suicide risk assessment and
intervention is a narrative review with a curious mix of randomised trials, observational
studies, cross-sectional studies, retrospective analyses, and conclusions based on flawed
data.?®! They say that some drugs can decrease the risk of suicide, but their references do
not support this.

Their first reference is a narrative, unsystematic review by Griffiths et al. where, for
antidepressants, one trial said this and another trial said that, and there was a post hoc
analysis and empty jargon like “there is some evidence.” Griffiths et al. say that clozapine is
the only drug approved by the FDA for reducing the risk of suicidal behaviour.

But the FDA fooled us yet again. There are no placebo-controlled trials documenting that
clozapine reduces the suicide risk. Oddly, this claim comes from a huge trial with olanzapine
- another neuroleptic - as comparator.?®? It randomised 980 patients with schizophrenia or
schizoaffective disorder at high risk of suicide. The differences were barely statistically signi-
ficant, P = 0.03, both for suicidal behaviour and attempted suicide. Obviously, we cannot
exclude the possibility that both drugs might increase suicides, but that clozapine does this
to a slightly lesser degree than olanzapine, but the FDA didn’t care. Furthermore, P = 0.03
could be a chance finding or a result of torturing your data till they confess.?83 Actually, the
trial found that there were more suicides on clozapine than on olanzapine (five versus
three). Novartis, the manufacturer of clozapine, was behind the trial, and 6 of the 13 authors
were conflicted.

Bolton et al. claim that lithium reduces suicides, referring to a narrative review that in its
abstract speaks about “large-scale, retrospective and prospective naturalistic long-term
clinical studies.” A systematic review in BMJ of randomised trials of lithium is far more
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cautious,?®* and the placebo group could have an artificially increased risk of suicide because
of withdrawal symptomes, as the patients were already on lithium before being randomised.

In 2017, suicide experts wrote in the Swedish Medical Journal that antidepressants,
lithium, and clozapine prevent suicides, but several of their references were seriously mis-
leading, and | noted that there is no reliable evidence that any drug can prevent suicide.?®

In my book about organised crime in the drug industry, one of the chapters is, Pushing
children into suicide with happy pills.?8¢ Can anything be worse than this in healthcare?
Telling children and their parents that the pills are helpful when they don’t work and drive
some children to suicide? Isn’t this a crime against humanity?

The NIMH has a webpage about suicide prevention which mentions nine risk factors.?8’
Depression pills are not among them, and the information is seriously misleading in other
ways. It says that, “Some individuals at risk for suicide might benefit from medication” and
that clozapine - a particularly dangerous neuroleptic - is approved by the FDA “for reducing
the risk of recurrent suicidal behavior in patients with schizophrenia or schizoaffective
disorder.”

A 2022 Lancet seminar was yet another proof that psychiatry has degenerated to a point of
no return. The seminar, Suicide and self-harm,*® was 14 pages long. Lancet is considered a
prestigious journal, which it isn’t. A journal that does not accept letters for publication if
they are longer than 250 words and if they don’t arrive within two weeks after the original
article, does not invite criticism and scientific debate. Many people will not know an article
has been published before it is too late to criticise it.

The seminar is one of the worst articles about suicide | have seen, which | explained on
the Mad in America website.?® The authors wrote that there are “associations between
suicidal behaviour and dysregulation of the hypothalamic-pituitary-adrenal axis and seroto-
nergic neural transmission.” They tried to resurrect the myth about a chemical imbalance in
the brain being the cause of psychiatric disorders,?® but the two references they cited were
gobbledygook, alluding to epigenetic modification of genes, alterations in key neurotrans-
mitter systems, inflammatory changes, glial dysfunction, hypo-thalamic-pituitary-adrenal
axis dysfunction, and genetic predisposition.

Among risk factors for suicide, they mentioned substance use but not depression pills,
antiepileptics (which double the risk of suicide?®!), or the psychiatric profession itself.?*?
These are taboos for suicide researchers. It was also dishonest to say that “The use of
medication to prevent suicide is controversial” and that there is a “possibility of exacerbating
suicidal thoughts, particularly in young people.” We know that depression pills double
suicide rates.

There were 142 references but not a single one to any of the many meta-analyses of
placebo-controlled trials showing that depression pills increase the suicide risk. Instead, they
guoted a book written by the last author of the seminar and by Robert D Goldney who has
published a review that is a classic example of how one should not do a review.?*3 He cherry-
picked observational studies that supported his idea that depression pills protect against
suicide, e.g. studies conducted in the Nordic countries that are scientifically dishonest.?%*
Other Nordic researchers have shown that there is no association between increased sales
of SSRIs and the decline in suicide rates, which in Denmark and Sweden predated the
introduction of SSRIs by ten years or more.?*> Goldney had “received honoraria and research
grants from a number of pharmaceutical companies.” No surprise there.
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The seminar authors claimed, with no references, that drug treatment can reduce the
suicide risk. What are the miraculous drugs that can do this? It seems they only exist in the
delusional world of the psychiatrists.

A little later, the authors spoke about observational studies suggesting that antidepres-
sants might reduce the risk of suicide. This is the UFO trick: If you use a fuzzy photo to
“prove” you have seen a UFO when a photo taken with a strong lens has clearly shown that
the object is an airplane, you are a cheat. They claimed that randomised trials were under-
powered, which is not true if we combine them in meta-analyses.

They wrote that some research has found an association with increased risk of suicide-
related outcomes in young people. This is also dishonest. When the FDA looked at all the
randomised trials, they found a causal relation and not just an “association.”

They claimed that the evidence base is incomplete, since many trials excluded people at
high risk of suicide. This is nonsense. We have all the data we need to conclude that depres-
sion pills double suicide rates.

About the latest fad in psychiatry, hallucinogenic drugs, they wrote that “Ketamine has
shown promise.” It hasn’t (see page 23).

The Lancet is the extended marketing arm of the pharmaceutical industry,?%® just like the
New England Journal of Medicine, which has also published articles denying that depression
pills cause suicide.?®’

In 2023, the “experts” failed us badly again. In a long article (6,425 words) in BMJ, Suicide in
young people: screening, risk assessment, and intervention, Hughes et al. mention some risk
factors, e.g. living in a home with firearms.?°® They do not mention treatment with
depression drugs. Later, they say the drugs might increase suicidal thinking and behaviour
but nonetheless recommend them for young people, with “increased monitoring by the
prescribing physician.” We know this is a fake fix, as people can kill themselves suddenly and
unexpected, just like it doesn’t work to warn against the firearms in people’s homes.?*®

Hughes et al. believe a risk difference of 0.7% for suicidal ideation or suicide attempt
between drug and placebo is small, and they immediately dismiss it by saying that “Data
from more recent pediatric antidepressant trials have not shown differences between drug
and placebo.” The review they quote cannot be used to such effect. And when studying rare
events, it is unacceptable to lose statistical power by including only “recent” trials. More-
over, the review only included published trial reports, which have omitted many suicide
attempts and suicides.

It is irresponsible of the BMJ to publish such dangerous nonsense.

In September 2023, | looked into the suicide issue again.3%° | did a Google search in Danish
on “suicide and antidepressants,” which confirmed that the public is being massively and
systematically misinformed. Here are the top 10 posts:

The first was a report from the Danish Centre for Suicide Research showing that anti-
depressants increase the risk of repeated suicide attempts by 50%.3% However, after the
researchers had adjusted their analyses for many factors including psychiatric contact and
use of various psychiatric drugs, they concluded that the pills do not increase the risk of
another suicide attempt. The research was supported by Lundbeck. No surprises there.

As already noted, it is wrong to adjust for something that is part of the causal chain,
which can remove any true relationship. Serious mental illness can lead to psychiatric
contact, the use of psychiatric drugs, and a suicide attempt.
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Number two was a message addressed to Danish citizens from Psychiatry in the Capital
Region: Risk of suicide and violence is not affected by antidepressant therapy.>°? They
referred to a Danish registry study, but such studies are biased in numerous ways and cannot
invalidate the results obtained in placebo-controlled trials.

Number three was from the same institution: Antidepressants do not increase the risk of
suicide. Fluoxetine and venlafaxine do not increase the risk of suicide among young people.
Among adults and the elderly, the drugs protect against suicide.3°® They referred to a meta-
analysis by Gibbons from 2012. Gibbons uses statistical modelling, and his studies are so
dishonest that it is not a question of errors, but of deliberate cheating.3%

Number four was an article3%> from an industry-funded magazine about our study that
found that, in adult healthy volunteers, depression drugs double the risk of suicide and
violence compared with placebo.3% This was stated in the article as a risk of 15.2% versus
10.3% (a risk ratio of only 1.5). These numbers do not appear in our article and cannot be
derived from it.

Number five was an agreed wording from the Danish Drug Agency for the text in the
package inserts for antidepressants:3%” "Since an improvement in the depression may not be
seen until after several weeks of treatment, the patient should be followed closely until an
improvement is seen. General clinical experience shows that the risk of suicide may increase
in the early stages of recovery.”

It is deeply irresponsible to give people the impression that antidepressants reduce the
risk of suicide. Furthermore, "general clinical experience" is unreliable. The agency should
have said that the placebo-controlled trials show that the risk of suicide is increased, not just
at the start of treatment, but at any time, and especially after dose changes.

Number six was an article in the Journal of the Danish Medical Association by psychiatrist
Marianne Breds Geoffroy:3%® Youth suicide and antidepressants: Peter Ggtzsche claims that
antidepressants have driven young people to suicide. But how can he know that? Well, that’s
easy. When a drug increases the risk of suicide, some will succeed.

Geoffroy begins her article this way: "Peter Ggtzsche writes that it is antidepressants that
have ‘driven young people to suicide.” If that is correct, then why are not all children and
young people who have depression and are given antidepressants driven to suicide?” Well,
some people die in traffic accidents, but we don't all die. Geoffroy had received fees from
Lundbeck, Eli Lilly and Novartis.

When my first psychiatry book came out, Geoffroy wrote in an industry supported
magazine that | used public funds (which wasn’t true) to publish private, non-scientific
books, which she compared to Scientology books.3° She addressed the Minister of Health
and asked in the headline: Which office stops professors gone astray? claiming that | scared
patients away from getting relevant treatment. She obviously attempted to get me fired.31 |
complained about her libellous misinformation. A tribunal concluded she had violated the
ethical guidelines and the collegiate guidelines from the Danish Medical Association and had
used language that was totally beyond the borders of a decent debate about healthcare
issues.311

A month later, in the article, No one above Ggtzsche, she once again called my govern-
mental funding into question.?!? She called it bizarre to do as | did, “to extrapolate from the
few unfortunate cases to the many ... That's how bad things can go when a statistician leaves
the desk and strays into real life.” What is bizarre is that most patients are unhappy with the
“help” they get from psychiatry, but she claims it is very few. She also called my book about
organised crime in the drug industry, “The first dark book.”
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A year later, Geoffroy was on the warpath again.3!3 She claimed it was an ideology and a
conflict of interest that we had suggested we should demedicalise the population because
psychiatric drugs are the third leading cause of death.3!* | thought that all doctors were
interested in helping their patients to survive and | wrote that, since there was no substance
in her criticism, she apparently looked for something else to criticise me for. She complained
about me to my management, my boss at the university, the Board of Health, the Minister,
and the committee at the university that handles alleged cases of scientific misconduct. |
noted that anyone can report his neighbour to the police, but sometimes it is the com-
plainant who is the problem, and not the one complained about.

Number seven was a mention in the Journal of the Danish Medical Association of
psychiatrist Lars Sgndergérd's PhD thesis.3'> It was based on Danish registries and found "a
reduced risk of suicide associated with continued treatment for all groups of antidepres-
sants," the opposite of what the randomised trials have shown.

Number eight was a comment | made in 2015 on the Board of Health's website.31¢ Poul
Videbech had claimed in the Board’s journal, Rational Pharmacotherapy, that undertreat-
ment with antidepressants is dangerous because of the suicide risk. | noted that this cannot
be correct because antidepressants increase the risk of suicide, and | pointed out other
errors in Videbech’s article.

Number nine was a mention on a science site3!’” of my research group's meta-analysis,
which demonstrated that duloxetine increases the risk of suicide and violence 4-5 times in
middle-aged women with urinary incontinence, as judged by FDA defined precursor
events.3!8 Furthermore, twice as many women experienced a core or potential psychotic
event. Psychiatrists have criticised our use of precursor events for suicide and violence, but
this is similar to using prognostic factors for heart disease. As smoking and inactivity increase
the risk of heart attacks, we recommend people to stop smoking and start exercising.

Number ten was my article about Rasmus Burchardt’s suicide | described above.31°

Google searches are influenced by the searcher’s previous searches, but it is clear that
many leading psychiatrists have failed in their responsibility to the public by claiming that
depression pills protect against suicide. | don’t know of any other medical specialty whose
practitioners systematically lie to the public in matters of life and death. Several psychiatrists
have told me that their leaders suffer from cognitive dissonance, as what they see and hear
doesn’t influence them.

In April 2024, Katinka Blackford Newman launched a petition, “Get suicide prevention
services to ask callers if they are taking meds that cause suicide,” to the Samaritans, which is
a suicide prevention service.3?0 It got over 25,000 sighatures in just two months.3?! She did
this because experts she had talked to had suggested that medical professionals and helpline
staff should ask people with suicidal thoughts: “Have you become suicidal since going on,
changing dose, or coming off a drug that lists suicidal thoughts as a potential side-effect?”322

When she contacted the Samaritans, a spokesperson said: “Our listening volunteers are
not medically trained clinicians and do not offer advice on prescription medication. Discus-
sions about treatment options, including any possible side-effects, must be had with a GP or
other qualified healthcare professional.”

In Professor David Healy's view, while suicide prevention services cannot be expected to
offer medical advice, “they could raise the possibility with callers that their problems may be
caused by medication and that if there's a risk, they should go back to their doctor or seek
medical advice.”

42



They surely could, and they must do this and abandon the taboo that suicide can be
caused by drugs. This taboo kills people.

The psychiatric leaders have given up rational thinking for the benefits they acquire from
supporting a sick system. An example of this was when Bob Whitaker’s widely acclaimed
book, Anatomy of an epidemic came out in Danish.3%3 It won the Investigative Reporters and
Editors book award for best investigative journalism in 2010, but Poul Videbech wrote about
the book that the thesis Bob wants to prove is that psychiatric treatments make people sick,
which he does in such a way that all studies that speak in favour are referenced and all that
speak against are systematically ignored: “The author, who is a journalist, cannot of course
familiarise himself more closely with the original scientific literature.”3?* Videbech’s arro-
gance was even apparent in the title: The boy has no clothes, paraphrasing The emperor’s
new clothes.

Bob’s approach was systematic. He set out to investigate what psychiatric drugs do to
people, not to prove a preconceived thesis, and he has a superb capability to analyse
research and to understand if it is reliable or not, in stark contrast to Videbech. Moreover,
Bob has searched meticulously for any study that showed that psychiatric drugs improve
long-term outcomes. There is none. All the long-term studies that exist tell a story of serious
drug harms (see pages 149-154).

Under the heading, It is the emperor who is naked, general practitioner Herluf Dalhof
delivered a crushing criticism of Videbech’s disparaging review of Bob’s book, which he
called ground-breaking.3?° Videbech downplays the explosive development in the number of
psychiatric patients who have been disabled by their medical treatment by using old data
from 1955-87. He claims that "there are not many references to scientific studies," but there
are 320 references to articles in scientific journals as well as numerous references to reviews
from the NIMH and other official institutions. Videbech also claims that "the notes are from
the 1960s-80s with a few newer ones, which is also untruthful as Bob kept the material up
to date till shortly before the book's publication.

Dalhof noted that it is a thorn in Videbech’s flesh, that it is a science journalist who has
documented the scandal that psychiatrists have —in a brain-dead fashion - continued to
treat the mentally ill with toxic chemicals, even though the evidence that these chemicals in
the long term make patients sicker has existed for over 30 years.

He was surprised that Videbech cannot see the writing on the wall: That the treatment of
our mentally ill has gone so far off track that even a journalist can see it. He ends by saying
that Bob’s book should give rise to serious self-examination among psychiatrists regarding
their so-called treatment of our mentally ill.

Fraud in the two pivotal trials of fluoxetine in children with depression

As fluoxetine (Prozac) from Eli Lilly was the first SSRI approved for depression in children and
adolescents, | decided to scrutinise the two placebo-controlled trials that led to its approval.
| involved psychiatrist David Healy in this work who adjudicated the adverse events.

Fluoxetine was approved even though FDA's statistical reviewer noted that there wasn’t a
statistically significant benefit for the drug on the primary outcome in either trial.3%¢

| examined the 3,557 pages of clinical study reports Eli Lilly had submitted to the drug
regulators and we concluded that fluoxetine is both unsafe and ineffective. Essential infor-
mation was missing; there were unexplained numerical inconsistencies; new outcomes
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appeared that were not prespecified in the trial protocol (the Texas sharpshooter fraud);
rating scales and analyses were changed; and the trial protocols were violated in other ways.

The efficacy outcomes were biased by differential dropouts and missing data, but even
so, the effect was only 4% of the baseline score, which is not clinically relevant, and patient
ratings did not find fluoxetine effective at all.

Suicidal events were missing in the internal study reports and two suicide attempts were
omitted from the publication of one of the two trial reports. Precursors to suicidality or
violence occurred more often on fluoxetine than on placebo, and for the biggest trial, the
number needed to harm was only 6 for nervous system events (a category used by Eli Lilly)
and 10 for severe harm. Even though the trials only ran for some weeks, fluoxetine reduced
height and weight by 1.0 cm and 1.1 kg, respectively, and it prolonged the QT interval on the
ECG (which increases the risk of sudden death). Many children developed symptoms com-
patible with akathisia.

Strangely, a subsequent publication by Lilly staff had other numbers of suicidal events
than those in Lilly’s study reports,*?” and a 2007 Lilly meta-analysis of violent events in its
trials reported that fewer children and adolescents displayed aggression or hostility-related
events on fluoxetine (2.1%) than on placebo (3.1%),3?® the opposite of what is correct.

Lilly’s rosy results were contradicted by our findings and FDA’s assessment of Lilly’s
application. The FDA included a trial of obsessive-compulsive disorder and found 14 vs 3
discontinuations (P = 0.02, my calculation) for reasons related to suicide and violence, and 6
versus zero children developed mania or hypomania (P = 0.03).32° A systematic review of all
drugs showed that 8% of children treated with pills developed mania or hypomania versus
only 0.2% on placebo.33% A systematic review including all ages also found an 8% rate.33!

Fluoxetine is a horrible drug that should never have been approved. But Lilly was in finan-
cial trouble and turned their drug, which they had wanted to shelve, into a blockbuster.
Lilly’s frauds are second to none, but other drug companies also indulged in fraud and
organised crime and the drug regulators were complicit in this.33?

David Healy had expected a firestorm when we published our review but there was total
silence. The only person that has cited it in a medical journal is me.332 No one took any
interest in our shocking revelations, which shows how corrupt psychiatry is.

The two prestigious journals that published the two fluoxetine trials are also corrupt. In
August 2023, | wrote to the editors and called for retraction of three fraudulent reports of
placebo-controlled trials of depression drugs in children and adolescents, including a study
of paroxetine (known as GSK study 329).334 Ten people who lost a child or spouse to suicide
as a consequence of being prescribed a depression drug for a non-psychiatric condition -
issues that all of us can experience - were co-signatories.

All three trial reports seriously underreported the suicide risk and provided false claims
that the drugs are effective.

We told the editors of Journal of the American Academy of Child & Adolescent Psychiatry
and JAMA Psychiatry (previously Archives of General Psychiatry) that, “By retracting the
fraudulent trial reports and explaining why in accompanying editorials, you will provide a
much-needed service to the scientific community and the world’s citizens, which will reduce
the risk of additional meaningless suicides in children and young people. If you don't act,
you will not only sully the reputation of your journals. You will also be seen as being com-
plicit in future suicides caused by antidepressants as a direct harm of these drugs.”

Anette Flanagin, Executive Managing Editor, Vice President, Editorial Operations, JAMA
and JAMA Network, replied that she had shared our letter with the author and that “he does
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not identify any new concerns. Similarly, we do not find new evidence in support of your
request to retract this article.”33°

So, JAMA and Graham Emslie, who omitted to mention two suicide attempts on
fluoxetine in his trial report and who made numerous other errors, think this is nothing to
bother about. Flanagin asked the person responsible for the fraud about his views and
accepted them. | wonder if she would recommend this method for the police when they
investigate a murder. Just ask the suspect if he did it, believe what he says, and ignore all
evidence to the contrary.

We asked Flanagin, in the public interest, to reconsider her decision, and, if she still
didn’t want to retract the paper, to publish an erratum. We also asked her to send Emslie’s
reply to us and give us the opportunity to publish an account of the many errors in his
article, asking him to respond in the same issue.

Flanagin did not respond. And when | contacted Elsevier, the journal’s owner, they did
nothing but directed me back to the journal.

Douglas K. Novins, Editor-in-Chief, Journal of the American Academy of Child & Adoles-
cent Psychiatry, replied: “Following guidelines developed by the Committee on Publication
Ethics (COPE), independent groups comprised of members of the JAACAP senior editorial
team have now thoroughly reviewed your critique, as well as the responses provided by the
papers’ authors. We are satisfied that the critiques of the papers as outlined do not merit
retraction.”

| sent a similar message to Novins as my appeal to Flanagin, but he did not reply. It is
hard to believe that he followed the COPE guidelines, as the two trial reports, by Emslie and
Martin Keller, are clearly fraudulent.

There has been one independent randomised trial of fluoxetine in adolescents, the US
National Institutes of Health’s Treatment of Adolescent Depression Study (TADS), published
in 2004.33¢ This trial was very large and influential.

The TADS authors claimed efficacy and safety for fluoxetine, the standard mantra for drug
industry trials, but both claims are wrong. The effect was not clinically relevant, and there
were twice as many suicidal events on fluoxetine than on placebo.33”

Despite over 30 publications, the harms remain misreported. Two researchers got access
to summary data via the NIH, which showed 12 versus 2 suicide attempts.338 When they
tried to get access to the case record forms and narratives for serious adverse events, Duke
University, where the trial data were lodged, refused to deliver the data even though they
had signed an agreement about this.

The researchers also tried to get the missing data from Lilly, which provided fluoxetine
for the trial and had received all the serious adverse events reports from the investigators,
but Lilly refused to release the data or to have any of the correspondence published.

When the researchers tried to get the data from the FDA, they were told it would take at
least two years before they came up in the queue.

A psychiatric textbook mentioned a meta-analysis and claimed that fluoxetine is the only
drug with a significant effect in children and adolescents and also the best tolerated.3*° Such
claims belong to the realm of science fiction. It is impossible — and | have never seen an
example of this —that a drug can be more effective and better tolerated than other drugs in
the same class. There was no reference, but the source can only be the unreliable 2016
network meta-analysis by Andrea Cipriani and colleagues (see page 24).

Another textbook acknowledged that fluoxetine increases the risk of suicide in children
but recommended an increase in dose in suicidal children! This is like saying that if driving
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100 km per hour increases your risk of dying, it will be safer to drive 200 km per hour. It is
not surprising that critical psychiatrists have a hard time in this insane system.

More fraud and misinformation driving children to suicide

A court case revealed that, after licensing fluoxetine for children, the FDA issued an approval
letter in 2002 for paroxetine from GlaxoSmithKline:34% “We agree [with GSK] that ... the
results from Studies 329, 377, and 701 failed to demonstrate the efficacy of Paxil in pediatric
patients ... Given the fact that negative trials are frequently seen, even for antidepressant
drugs that we know are effective, we agree that it would not be useful to describe these
negative trials in labeling.”

This is one of the most horrible statements | have ever seen a drug regulator make. The
drug didn’t work, but we know it works, so we will approve it. This is how practitioners of
homoeopathy or Chinese medicine and other quacksters argue.

In the publication of study 329, GSK claimed paroxetine was safe and effective.34! But
they knew both claims were wrong. The study was negative for all eight protocol-specified
outcomes and positive for harm, but GSK tortured the data till they confessed,?*? and the
paper didn’t leave any trace of the torture. It falsely stated that the new outcomes were
declared a priori - the Texas sharpshooter fraud (see page 27).

New York State’s Attorney General lodged a fraud action against GSK in 2004, which
made it possible to access the real data. Seven children on paroxetine versus one on placebo
demonstrated suicidal or self-injurious behaviour.3*® But in the published paper, five cases of
suicidality were called “emotional lability,” and three other cases were “hospitalisations.”3%*
When the FDA demanded the company to review the data again, there were four additional
cases of intentional self-injury, suicidal ideation, or suicide attempts, all on paroxetine.

The first author on the fraud, Martin Keller, double-billed his travel expenses; was
offered $25,000 for each vulnerable teenager; received hundreds of thousands of dollars to
fund research that wasn’t being conducted and similar amounts from drug companies every
year, which he didn’t disclose; lectured for patients and their relatives on drug company
money, which he didn’t reveal; and his honoraria were whitewashed.

Keller’s many misdeeds didn’t harm his career, likely because his department had
received $50 million in research funding. A spokesperson from Brown University School of
Medicine said that “Dr Keller’s research regarding Paxil complied with Brown’s research
standards.”

The Journal of the American Academy of Child and Adolescent Psychiatry that published
Keller’s paper was complicit in the fraud. The journal’s editors were shown evidence that the
article misrepresented the science, but they refused to convey this information to the
medical community or retract the article.3*> An explanation for this editorial misconduct can
likely be found by following the money that goes to the journal’s owner.

As we found for fluoxetine, paroxetine seemed to stunt growth, and the FDA requested
GSK to do animal studies to evaluate this, which GSK ignored, and FDA didn’t insist on it.

In 2004, the FDA issued a Black Box Warning on depression pills because they double the
suicide risk in young people. However, when the FDA published this in a medical journal,
they called it a “modestly increased risk.”34¢ One in 50 children becoming suicidal on the pills
is not a modestly increased risk. It is a catastrophe.
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In 2009, two of my colleagues, Leemon McHenry and Jon Jureidini, wrote to the then editor
of JAACAP, Dr. Andrés Martin, and asked him to retract study 329, as it violated the journal’s
own rules about scientific misconduct on multiple counts, which included fabrication and
falsification of data.

In 2011, Leemon and Jon informed all the study’s 22 authors of the fraud and asked them
to write to JAACAP to have their paper, or at least their own names, withdrawn. With many
co-signatories, they also wrote to President Ruth J. Simmons of Brown University where
Keller worked, alerting her to the serious breach of the university’s own rules, and asking her
to write to JAACAP in support of their request for retraction.

Three years later, in 2012, Andrés Martin, wrote to Jon that the journal’s editorial team
had undertaken a thorough evaluation of the article because GSK had pleaded guilty to
crimes that involved paroxetine.3*” The editors had reviewed the legal settlement and
related materials and had asked the authors of the article to respond to the questions and
concerns raised by the settlement. They found no basis for retraction or other editorial
action, and they refused to publish a letter Leemon and Jon had submitted to the journal.

In 2013, The Executive Committee of the Northern California Regional Organization of
Child and Adolescent Psychiatry wrote a letter to the Ethics Committee at the American
Academy of Child and Adolescent Psychiatry, the owner of JAACAP. They noted that the
FDA's Clinical Review of study 329 considered it a failed trial, in that neither active treatment
group showed superiority over placebo. But publicly, study 329 was called “cutting edge
research.” GSK lied to its sales force, telling them that it showed “REMARKABLE Efficacy and
Safety,”3*8 while the company admitted in internal documents that the study didn’t show the
drug was effective.

The Committee noted it was troubling that the journal had not retracted the “fraudulent
article” and that three of the members were told that the Ethics Committee was instructed
not to investigate the paper. They asked the Committee to conduct a full investigation, in line
with the Mission of the Academy: “To promote the healthy development of children, adoles-
cents, and families through research, training, advocacy, prevention, comprehensive diag-
nosis, and treatment.”

Nothing came out of their initiative. They were fobbed off with an excuse about editorial
independence and a patronising dismissal: The Editor assured them there was no cause for
concern.

In 2004, Karen Wagner et al. published a fraudulent trial report in American Journal of
Psychiatry claiming that citalopram significantly improved depressive symptoms compared
with placebo in children and adolescents. But the drug was not better than placebo. The
data manipulations were revealed in a class action lawsuit and published by Jay Amsterdam,
Jon, and Leemon in 2016.34°

The fraud was major and internal documents showed that company staff were aware of
the problems. Contrary to the study protocol, children who should have been excluded were
included in the analyses to produce statistical significance; an implausibly large effect size
was claimed, which was subsequently proven wrong; positive post hoc outcomes were intro-
duced while negative primary and secondary outcomes were not reported; and substantial
agitation in the citalopram group - which could be akathisia - was hidden.

Lundbeck’s partner, Forest, intentionally misled the FDA about study protocol violations
that invalidated the claim that the study was positive.
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In 2016, Amsterdam, Jon, and Leemon asked Wagner to write to the editor and request
him to retract the paper, or at least to withdraw her own name from the article. She didn’t
reply.

They also asked the current editor, Robert Freedman, to retract the article. When he
refused, they asked the editor who accepted the paper, Nancy Andreasen, to support
retraction of the article, but she also didn’t reply.

They informed Maria A. Oquendo, President of the American Psychiatric Association,
about the scientific misconduct in their membership journal and asked her to take action.
She didn’t reply and nothing was done. None of the many authors of the fraudulent trial
reports asked to have their name removed.

It is sad that prestigious psychiatric journals, leading psychiatrists, universities, professional
organisations, and the FDA are reckless. They apparently don’t care that their activities make
them complicit in suicides among children and in harming them in numerous other ways.
Psychiatric journals constitute what three US child and adolescent psychiatrists who were
appalled by the ubiquitous corruption in an internal email called “Liars’ club.”

We know with certainty that depression pills do not work for depression in young people.
A 2022 meta-analysis found an effect size of 0.12 using the Children's Depression Rating
Scale-Revised (CDRS-R),3>° which is so tiny that it has no clinical relevance. And if you ask the
children what they think, there is no effect at all.?>?

It is threatening to the psychiatric guild that depression pills, the most used drugs in
psychiatry, increase suicides and violence, and the textbooks were untrustworthy.3>2

Two books that referred to the suicide risk in young people failed to warn that any dose
change increases the suicide risk. One book noted that akathisia can possibly cause suicidal
thoughts or actions (this is a fact, not a possibility), and one book noted that the pills tend to
increase the suicide risk in youngsters, in connection with the start of treatment (it is a fact
that they do this, and it is not only at the start of treatment).

Two books stated that psychomotor inhibition often subsides before the mood rises,
which may give the necessary energy to commit suicide. It has never been documented that
the pills increase the suicide risk because they remove inhibitions. This psychiatric folklore is
a smart way of turning a drug harm into something positive: It’s a sign that the drug works,
they say.

Another book mentioned that untreated depression can be harmful and cause suicidality,
and it recommended SSRIs. In a 20-page chapter about preventing suicides, the authors
claimed that SSRIs seem to reduce the extent of suicidal thoughts. They did not provide any
references to this blatantly false statement. In this textbook, the “suicide experts” claimed
that an effect has not been demonstrated of depression pills or mood stabilising drugs on
suicidal behaviour or suicide. An effect has surely been demonstrated, albeit a harmful one,
as both depression pills and antiepileptics3>3 double the risk of suicide.

Two books claimed that increased use of depression pills had decreased suicides. There is
a wealth of such misleading studies. They are all unreliable and of poor quality and some are
fraudulent, as | have demonstrated.3>*

Websites are also misleading. We showed that 25 of the 39 most popular websites from
10 countries stated that depression pills may cause suicidal ideation, but 23 of them con-
tained incorrect and sometimes dangerous information.3>> Only two websites noted that the
pills increase the suicide risk in people of all ages.
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More lies and medical malpractice

The UK drug regulator described withdrawal reactions as generally being rare and mild but
had classified them as moderate in 60% of the cases and as severe in 20%.3°¢

In 2003, GlaxoSmithKline (GSK) quietly and in small print revised its previous estimate of
the risk of withdrawal reactions for paroxetine (Seroxat or Paxil) in the prescribing instruc-
tions from 0.2% to 25%,3°7 an increase of 100 times.

From 2002 onwards, the BBC presented four excellent documentaries made by Shelley
Joffre about SSRIs in its Panorama series, the first one called Secrets of Seroxat. The GSK
spokesperson, Alastair Benbow, lied. He denied that paroxetine could cause suicidality or
self-harm, while he sent data to the drug regulator one month later that showed exactly this,
which led to a ban on using the drug in children. The UK drug regulator claimed that this
information was completely new to GSK, but the company had known about it for ten years.
The head of GSK also lied, saying it was the disease, not the drug, that caused the suicidal
events.

Depression pills can cause homicide, and the main triggers are akathisia, emotional blunting
and psychosis. Many people who have committed homicide while taking depression pills
were normal before starting them, developed akathisia when taking them and returned to
their normal personality when they came off the offending drug.3>®

In many cases, the psychiatrists were guilty of medical malpractice and therefore
contributed to the homicide.

When | was an expert witness in a double homicide case in Holland in 2016,3>° | empha-
sised that serious professional malpractice played a crucial role. Aurélie Versluis had killed
her two children while having indisputable symptoms of akathisia on paroxetine but her
pleas for help were ignored. When she became suicidal, instead of withdrawing the drug,
her psychiatrist advised continued use.

Versluis told two people about nightmares where she slit her children’s throats (which
she ultimately did, and also tried to commit suicide). Two days prior to the homicides, she
told her supervisor and several other people that she was ill and was not feeling well. She
visited her family doctor (who had prescribed paroxetine) and her company doctor with her
complaints, both dismissed her, and she contacted her psychologist who did not have time
for her.

It is a gruesome story. She was not herself, which a forensic psychiatrist confirmed three
days after the homicides, but her doctors continued to harm her. They stopped paroxetine
cold turkey when she was in the psychiatric penitentiary, causing serious harm that persisted
for five months. She got a long jail sentence, but questions were raised in parliament if the
judicial system was too harsh. Indeed. She should have been released because of drug-
induced insanity.

The expert for the prosecution, Anton Loonen, did not have any arguments against my
testimony, which included a criticism of his own report to the court. In the middle of the
proceedings, he suddenly handed over a document to the court he had written in Dutch. He
suspected | suffered from a mental disorder that made me seriously disinhibited and advised
that | should be examined by a doctor to protect myself from myself. This was the third time
| had been “diagnosed” by someone with a psychiatric background who did not know me
and had not examined me but held some grudge against me.
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Later, | complained over Loonen’s unethical conduct to the institutions where he worked
and to the Dutch Medical Association, which turned me down with the excuse that | was not
a Dutch doctor. In every instance, | was told it was none of their affair, or that | should com-
plain elsewhere. The University of Groningen ignored me for two years. It took six emails
before they reacted. | was informed that, during a meeting the Dean had arranged, Loonen
was told that his conduct was inappropriate and that he must prevent the university from
suffering possible damage because of his behaviour.

The prosecutor asked for a 14-year jail sentence for Versluis and a hospital order for
compulsory treatment. | replied to Versluis’s lawyer that nothing would work for her other
than keeping her away from psychiatric drugs.

Loonen realised he was in trouble and sent me a curious letter a month after the
proceedings. He wrote that Versluis had been sentenced to 9 years in prison followed by
preventive custody. He mentioned misunderstandings in court and claimed that his
defamatory note about me - which he had openly distributed in court - was confidential. He
disagreed about akathisia and considered himself an expert on this. He ended his letter by
saying he was anxious to learn why | called psychiatry a pseudoscience and that he would
like to invite me to dinner to discuss the background of my “ideas and feelings.” The letter
opened with “Dear Peter” and ended with “warmest regards.” The atmosphere between us
was not warm; it was ice cold. He had provided unjustifiable support for the prosecution,
which | think is unforgivable.

Four months after the proceedings, | went to Holland to lecture about psychiatry at an
international meeting in Leiden.?®° Loonen tried to prevent me from speaking. He wrote to
the organiser referring to the court proceedings and claimed that |, for personal reasons,
had violated the requirement of confidentiality as an expert witness by making public his
reports to the court. This was not true. | had shown his defamatory note to a journalist,
which | was entitled to do as there was nothing confidential about it, and | needed someone
to translate it for me during a break in the proceedings. Interestingly for me, another
speaker, Allen Frances - once regarded as the most powerful psychiatrist in the United States
- said during his talk in Leiden that | had provided a tremendous service to psychiatry.

The case was appealed to the Dutch Supreme Court. Versluis’s lawyer wanted me to
participate but this was rejected by the court, arguing that | could not provide unbiased
research into the case because | had already presented my views. Where is the logic in this?
Even if you do your best to be unbiased, the mere act of participating disqualifies you!

Versluis’ case constitutes a serious miscarriage of justice. | succeeded in making contact
with her in 2024. She is out of prison, has a job and a boyfriend, and is well-functioning. She
must be a very strong person.

Another horrible case of medical malpractice involved award-winning British documentary
filmmaker Katinka Blackford Newman. While going through a divorce in 2012, she was
prescribed escitalopram (Cipralex or Lexapro, from Lundbeck) even though she was not
depressed, only distressed.

Katinka invited me to the launch of her book, The pill that steals lives,?®! in 2016. She told
the audience that she was very lucky to be alive, and not serving a life sentence if she had
killed her two children after the pills made her psychotic.36? She has made a very moving 8-
minute film3%3 about her story and has a homepage,3°* with links to documentaries and with
stories about people who killed themselves or others or were seriously harmed in other
ways.
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Katinka ended up in the private Florence Nightingale psychiatric hospital in central
London. The psychiatrists didn’t realise it was the pill that had made her ill. They diagnosed
psychotic depression and forced her to stay and take a dangerous cocktail of drugs. But her
11-year-old son Oscar knew it was the pills. What saved her was that her private insurance
ran out.

As an introduction to her book, | wrote: “This book describes in vivid detail how ordinary
people can become murderers if they take antidepressant drugs and how psychiatry can
destroy people. It is a catching personal testimony about what is wrong with psychiatry, its
love affair with unscientific diagnoses and harmful drugs, and its blindness towards the fact
that what look like psychiatric diseases are often side effects of psychiatric drugs.”

A third example of medical malpractice is a 26-year-old woman who tried to kill her two
children on two occasions.3%> She was prescribed paroxetine for stress but experienced an
episode of rage, attempted suicide, and stopped taking the drug. Despite this, she was
prescribed paroxetine again two years later and was reassured about its safety. This time,
she developed akathisia. She overdosed and was admitted to hospital where the paroxetine
dose was increased! When she tried to kill herself again, she was diagnosed with “adjust-
ment disorder.” She was switched to venlafaxine, developed akathisia again, and tried to kill
her children and herself again!

In 2001, a jury found a drug firm liable for deaths caused by a depression pill.36® Donald
Schell, aged 60, had taken paroxetine for just two days when he shot and killed his wife,
daughter, granddaughter, and himself. Confidential company documents showed that volun-
teers had experienced anxiety, nightmares, hallucinations, and other harms within two days
of taking the drug, and there were two attempted suicides. However, GSK, which took over
SmithKline Beecham, lied as usual. Even ten years after the verdict, GSK denied that paroxe-
tine can cause homicide or suicide, and that there may be withdrawal problems.36”

How to harm people from birth with a depression pill

Depression pills should be avoided during pregnancy, as they can cause miscarriages, birth
defects, and behavioural abnormalities in the newborn,3®® as well as other serious harms in
the offspring.36°

The textbooks were inconsistent, confusing, and misleading; they tended to put the
blame on the disease, not on the pills.3’% Two books warned that depression might increase
various problems, including heart malformations and neonatal complications, but what they
described were drug effects. One book noted that the Board of Health recommended always
to consider psychotherapy for pregnant women who are depressed, but it advised that
pregnant women who had been depressed earlier should be treated prophylactically with
depression pills to reduce the risk of relapse from about 70% to about 25%. It is impossible
to justify this recommendation, and the miraculous effect doesn’t exist.

The Board of Health seemed to have gone mad.3’! They recommended routine screening
of pregnant women for depression and subsequent pill treatment, even though the evidence
went against this. They acknowledged that SSRIs increase the occurrence of spontaneous
abortions, decrease birth weight, likely increase the occurrence of birth defects, increase the
risk by a factor of five for developing pulmonary hypertension (which is a lethal harm esti-
mated to occur in 612 newborns per 1,000), and increase neonatal complications such as
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irritability, tremor, hypertonia and difficulty sleeping or breast feeding. An article about this
appropriately called it neonatal abstinence syndrome.372

A Danish cohort study of half a million children showed that SSRIs double the risk of
heart septum defect,3’3 which means that 1% of the treated foetuses will get a septum
defect. Cardiac birth defects are what we would expect to see because serotonin plays a
major role in the functioning of the heart. Some people who took diet pills that increase
serotonin like SSRIs do, developed deadly valvular defects and pulmonary hypertension, and
these drugs have been withdrawn from the market.374

The Board’s recommendation for screening pregnant women and treating those who test
positive with a depression pill is so absurdly harmful that | wrote a little sketch about it.3”>
Psychologist Olga Runciman and | spontaneously performed it as the introduction to my
lecture about psychiatry in 2013 by reading it aloud from my computer. It can be seen on the
web, with English subtitles.37®

A textbook claimed that the risks of depression and behavioural disorders are increased
in 18-year-old children of mothers who are not treated during pregnancy for their depres-
sion. As this cannot be true for drugs that don’t work, | looked up the cited evidence. It was
a clinical guideline for the use of psychiatric drugs during pregnancy produced by the Danish
Psychiatric Association, the Danish Society for Obstetrics and Gynaecology, the Danish Pae-
diatric Society, and the Danish Society for Clinical Pharmacology.3”” With so many knowl-
edgeable people involved, one would expect the guideline to be useful, but it was dishonest.

The guideline cited two studies. One showed that if a woman is depressed, the risk of her
offspring becoming depressed is increased, but only for mothers with low education.3” This
has nothing to do with treating or not treating depression. With depressing living conditions,
people tend to become depressed, in this case, both the mother and child. Moreover, the
article didn’t say anything about whether the women were treated or not.

The other article didn’t document that untreated depression in the mother increases the
risk of behavioural disorders in the child,3”® but the study authors didn’t like their negative
result and went on fishing expeditions in the data till they found an old boot which they
presented as if it was a fish! Obviously, this is not allowed in research.

In Denmark, information about drugs was provided in a small handbook, published by
the Danish Medical Association, which all doctors carried with them. It was of high quality
and often recommended cheap drugs that were out of patent. We all loved “the little green
one” while the drug industry hated it. In 2003, the industry succeeded in removing it, and
from then on, the industry foxes were guarding the hen house.

This was a huge problem, which depression drugs illustrated.3®° Several cases of infant
deaths and birth defects could possibly have been avoided if the website medicin.dk had
updated their text on harms. Even though several research results from 2005 to 2010
showed that there is an association between the use of depression pills and birth defects,
the editors chose up till April 2011 to recommend that the drugs “can be used by pregnant
women.” In 2010 and 2011, the Danish Medicines Agency warned several times about the
danger of deformities, without medicin.dk changing the text. A journalist revealed that the
editor, physician Court Pedersen, had shares in Lundbeck.

Denial and abuse of power in Australia

In February 2014, | got an email from Bill Thomson, an Australian farmer whose only son
James took his life at age 19 while on venlafaxine. He wanted to inform people about how
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dangerous depression drugs are and asked if | would be willing to go on a lecture tour, which
he offered to arrange. He had read over 20 books on malpractice by Big Pharma and said my
book about organised crime3®! “shone the strongest light on the issues.”

Bill wanted so much me to come that he visited me in Denmark to ensure | wouldn’t back
out. He was a superb organiser and spent a whole year on arranging the tour. In February
2015, | gave 17 lectures on different subjects in just 11 days at public venues, hospitals, and
universities, and was interviewed for radio, TV, and newspapers in what was described by
the Australasian Cochrane Centre as a whirlwind visit to Australia.3®? Bill sent me a list
afterwards showing that my visit had been covered by 85 different media.

Shortly before | came, two Australian child and adolescent psychiatrists, Jon Jureidini and
Peter Parry, and | published the article, Dreams of a quick fix, gone awry, about the tour
where we noted what was wrong with psychiatry, which was driven by marketing-based
medicine, not evidence-based medicine.3%3

| found the power structure in Australian psychiatry disturbing and heard many stories
about how the higher-ups had prevented an open debate about issues of crucial importance.
Two psychiatric professors stood out: lan Hickie and Patrick McGorry. The latter was once
“Australian of the Year”, and they both have huge influence on national policies.

In 2011, psychiatric epidemiologist Melissa Raven, Jon Jureidini, two ethicists, and others
lodged a complaint to the University of Sydney about a clinical trial led by Hickie. They had
serious concerns about the ethics and the methodology of the trial, which investigated if
sertraline could prevent depression in older people who were not depressed. The university
involved two experts and claimed they had addressed the problems but refused to share the
reviewers’ report and other relevant documents, with the lame excuse that there was an
overriding public interest against disclosure.

Raven appealed to an outside body that did not agree with the university. When the
university still refused to hand over the documents, the matter was transferred to the
judicial system.

There were major problems. Sertraline was abruptly stopped, and this was justified as
common practice!

McGorry spearheaded equally absurd trials about using antipsychotics to prevent people
who had never been psychotic from developing psychosis even though it is well known that
these drugs can cause psychosis in the long run and when people try to get off them.
McGorry published one such trial,3* while another trial, of quetiapine in children as young
as 15 “at risk” of psychosis, was halted after international protests.38

McGorry and Hickie had numerous conflicts of interest in relation to the drug industry,
and other views than theirs are not welcome in Australia.

In 2014, Maryanne Demasi from the Australian Broadcasting Corporation (ABC) worked
on a documentary about antidepressants and interviewed David Healy and me. We used a
lot of time refuting Hickie’s arguments and explaining to Maryanne why he was wrong.

Hickie teamed up with McGorry and their power was so great that when they refused to
appear on camera, ABC’s leadership cancelled the documentary. This is not a valid reason for
dropping a highly relevant programme. Journalists can just say they refuse to comment.

Demasi had worked hard to get the scientific facts right, and | saw many of Hickie’s
emails. His denial of the facts was extraordinary. He denied that depression drugs increase
the suicide risk in children and recommended Demasi read Gibbons’ work (which, as already
noted, is scientifically dishonest);38 he claimed that FDA’s Black Box Warning about the
suicide risk wasn’t justified and might have caused harm; he said suicidal thoughts are not
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the same as completed suicides; he claimed that antidepressants do not cause a chemical
imbalance; he rejected the fact that general practitioners don’t have time for full mental
health histories and follow ups (a US study showed that over half the physicians wrote
prescriptions after discussing depression with patients for three minutes or less3%?); he
claimed that an extensive literature showed that the drugs can prevent relapse; and he
opined that the reason there was no wide debate about psychiatry was that the critique
came from fringe groups.

Hickie keeps Australians in the dark but some of my talks were filmed and are available,
e.g. Mental health: overdiagnosed and overmedicated.3%8

By refusing to appear on the TV programme, Hickie got off the hook in another matter.
He knew that Demasi would ask him about his conflicts of interest in relation to a flawed
review he published in The Lancet.3® It was about melatonin-based depression drugs, but
“In particular, we highlight agomelatine,” which got four pages, whereas four other drugs
only got one page in total. Both authors had numerous ties to Servier that sells agomelatine.
They claimed that fewer patients relapsed on agomelatine (24%) than on placebo (50%), but
a systematic review by other psychiatrists found no effect on relapse prevention, no effect
on symptoms, and none of the negative trials had been published.3®° Three pages of letters —
which is extraordinary — in Lancet pointed out the many flaws in Hickie’s review.

| described these issues in my first psychiatry book, and they were also mentioned in the
article, Cochrane co-founder savages Aussie psychiatrists.3°* Hickie and McGorry were asked
to comment but refused. Jane Roberts wrote on the website that “The whole approach of
Australia to ‘mental illness’ has gone loony. It is now a badge of pride to be in the ‘| have a
mental health problem’ basket — ‘can't work,” ‘not responsible for my actions’ — ‘please give
me a disability pension for life." Dermatologist Samuel Zagarella, who had arranged a talk
for me in Sydney for his colleagues, wrote that it’s impossible to learn the facts by going to
lectures run by conflicted psychiatrists and drug companies and that every medical student
and practicing doctor should read my two books, Deadly medicines and organised crime and
Deadly psychiatry and organised denial.

In 2024, Hickie said to ABC that when the usage of antidepressants goes up, suicide and
suicide attempts in the populations go down; that depression is a biological disease that
leads to social problems, not the other way around; and that depression drugs and ECT are
“wonderful treatments.”3%?

Australian psychiatrist Niall McLaren told me that his specialty has all the trappings of a
money-making cult based on ideology rather than science. This is also how people describe
Scientology. It is taboo for the media to challenge the cult’s beliefs. A reporter who did this
said she would never do it again and was threatened with dismissal. Why? Because drug
companies and medical lobbies immediately get on the phone to the Minister of Health and
complain loudly saying it will harm patients to suggest that the drugs may harm them. This is
one of the many signs that psychiatry is a cult.

Ordinary Australians are smarter than Hickie. In a large survey, people thought that anti-
depressants, antipsychotics, electroshocks, and admission to a psychiatric ward were more
often harmful than beneficial.3*3 This agrees with the best evidence we have, but the social
psychiatrists who did the survey were dissatisfied with the answers and argued that people
should be trained to arrive at the “right opinion.” How? By more brainwashing by psychia-
trists like Hickie?

When the “customers” don’t agree with the salespeople, the providers are usually quick
to change their products or services. This doesn’t happen in psychiatry with its monopoly on
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treating patients with mental health issues, or with family doctors, as the complacent
frontline sales staff who do not ask uncomfortable questions about what they are selling.
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3 Anxiety

In my first psychiatry book,3%* | describe eight tragic suicides the relatives wanted me to
write about to warn others of the dangers of depression pills. None of the patients were
depressed. The pills were prescribed because of anxiety regarding work or schoolwork (3
people), break-up with a girlfriend (2), trouble sleeping (2), and not feeling well psycholo-
gically (1). Thus, they all suffered from anxiety in some form. Unfortunately, the pills have
been approved also for anxiety.

In one of the cases, the Danish general practitioner added false information to the
clinical record after the patient had hanged himself while taking sertraline. | have heard
much about this type of crime — obstruction of justice — where doctors changed facts that
would look bad in a court case.

When | launched the book at an international meeting in Copenhagen in 2015, five of the
eight women heard about it and came at their own expense to talk about their losses. There
was total silence while they recounted their shocking stories, which | have uploaded.3%®

Even though the textbooks often advised psychotherapy for anxiety disorders, they also
routinely recommended depression pills, especially if the condition was severe, including for
children. This is the standard script for psychiatry. Those who are most severely affected,
whether it be with depression, anxiety, or psychosis, get pills.

Shyness should not be treated with drugs, but when the drug companies dubbed it
“social anxiety disorder," which sounds like a real “disease,” the pool of patients went up
from about 2% to 13% - one in every eight people - handsomely helped by the foolish
diagnostic criteria that broadened over time, and by PR firms and corrupt psychiatrists and
patient organisations.3°® One book noted that benzodiazepines should not be used long-
term due to dependence, and because abstinence symptoms can be difficult to distinguish
from the primary anxiety symptoms. Unfortunately, none of the textbooks said this about
depression pills, although they cause the same problems as benzodiazepines.

Another book noted that SSRIs and cognitive behavioural therapy should be combined to
get the best results in Obsessive-Compulsive Disorder (OCD) and that most studies had
shown remission in 60% of the patients - a meaningless statement, as we are not told what
the effect was in the placebo group. A third book contradicted this, noting that, according to
the Board of Health,?” the effect is not increased by adding pills to psychotherapy.

Anxiety should be treated with psychotherapy. A large trial of patients with social phobia
showed that gradual exposure to the feared symptoms outperformed the group that got
sertraline.?®® This was as expected. People on drugs don’t learn anything about how to cope
with their anxiety. Taking a drug is like alleviating the tension with alcohol. In contrast to
drugs, psychotherapy has enduring effects on psychiatric disorders.3%°

Short-term results are likely to be misleading. It takes time for psychotherapy to work.
We also need to consider that the trials have not been effectively blinded, neither for
psychotherapy nor for drugs. The prevailing belief in the biomedical model of mental
disorders would be expected to bias the outcome assessments in favour of drugs, and in
large trials, some psychiatrists will likely not know how to provide optimal psychotherapy.

A Cochrane review of trials in children and adolescents with anxiety showed large effects
for cognitive behavioural therapy.*® The outcomes were assessed blindly in 32 of the 41
trials. The odds ratio for remission, compared with waiting list controls, was 8, and the
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reduction in anxiety symptoms had an effect size of 0.98. Other psychological therapies were
similarly effective.

A Cochrane review of any kind of psychological treatment for anxiety and depressive
disorders reported similar results for paraprofessionals as for professionals (psychiatrists or
psychotherapists).?°! These results agree with those from numerous other studies.*??
Patients can also help themselves. A Cochrane review of self-help where printed materials,
audio or video recordings, computers, or the Internet were used to teach adult patients
behavioural or cognitive behavioural therapy for anxiety, found a considerable effect
compared with no intervention (effect size 0.67).4%3

For OCD, the evidence for psychotherapy is also strong. A Cochrane review of trials in
adults found that psychotherapy resulted in far fewer symptoms than if the patients had
received treatment as usual (effect size 1.24).4%* The effect of SSRIs in another Cochrane
review was much smaller (effect size 0.46, my calculation).*%> There were few direct
comparisons, but a Cochrane review found that psychotherapy was better than depression
pills (effect size 0.36, my calculation).4%

Three textbooks were dangerous for the patients. In one,*” the authors claimed the
following: about half the patients with OCD will achieve remission on depression pills; there
is extensive evidence for the effect of SSRIs; we should try another pill or increase the dose
beyond the maximum if the effect is insufficient; and we could also add a small dose of a
psychosis pill, which was claimed to be effective “according to clinical experience.” Curiously,
the authors noted that the Board of Health had stated that no clinically relevant effect had
been shown; that there was risk of harms; and that, in some cases, psychosis pills can cause
or worsen OCD.%% So, these authors felt that clinical experience is more important than
advice from the Board of Heath!

Another book recommended SSRls in severe cases of OCD and stated that psychosis pills
could be used t00.4% It also offered horrible advice about benzodiazepines. It noted that a
study had found an effect after years of treatment, especially with alprazolam and clonaze-
pam, but that generally only a few weeks of treatment are recommended when treatment
with a depression pill is started.

The Study of Xanax for Panic Disorder
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(courtesy of Robert Whitaker)
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Alprazolam is a particularly harmful benzodiazepine. After a few weeks, many people
become dependent, and the rebound effect when it is stopped is so pronounced that the
patients end up worse than when they started this drug (see the figure).*1°

The third book was also misleading.*'! The authors recommended long term use of
benzodiazepines for anxiety and panic attacks when cognitive behavioural therapy or
depression pills did not have sufficient effect.

The first book made the same recommendations and, like the second book, also
recommended pregabalin, arguing that the side effects are relatively mild.**? It is bad
medicine to use antiepileptics for anxiety. According to the package insert for pregabilin
(Lyrica),*'3 they double the suicide risk and have many other serious harms, including life-
threatening swelling of the throat, hypersensitivity reactions, weight gain, dizziness,
somnolence, blurred vision, abnormal thinking (primarily difficulty with attention and
concentration), and seizures if the drug is rapidly discontinued.

In 2014, the chair for the Danish OCD association, Bettina Broni, argued that the patients
should take antidepressants and should ignore the tragic stories about people who had
committed suicide while on SSRIs.#*!4 She claimed that the drugs protect against suicide,
including in children, and falsely argued that to ask a patient with OCD not to take an SSRI
would be the same as asking a diabetes patient not to take insulin.

Her article looked like it had been written by Lundbeck. | was allowed to comment in
their members’ journal, and | explained why depression drugs should be avoided in children
and young people.*>

My comments induced a former patient write her story, which is typical.**® Aged 16, with
severe OCD, her psychiatrist gave her a pill saying it would stabilise serotonin in the brain. Six
months later, she had suicidal thoughts. Six years later, she was still drugged, but her psy-
chiatrists were only interested in renewing her prescriptions. She persuaded her fourth psy-
chiatrist, however, to taper off the drug, and then she noticed for the first time in years, the
beauty and joy of birdsong. The happiness she felt was indescribable. She hadn’t made any
progress before she stopped the pills and declared war on OCD, helped by her psychologist.
Another psychologist told me his name had been deleted from the list of therapists at the
OCD association; he suspected it was because he was against drugs.

If you suffer from anxiety, you should not see a psychiatrist. Anxiety is often the entry
ticket to psychiatry, with subsequent additional diagnoses, polypharmacy, a ruined life, and
death for some patients. A doctor, who had an emotional crisis and lost seven years to
psychiatry because of serious medical malpractice committed by her psychiatrist, wrote:
“One day, it was like the penny dropped and | laughed out loud when | realised that | had
been prescribed medication to treat my psychiatrists’ anxieties. They should have been the
ones taking my pills.”4’

In 2023, | published the article, Psychiatry killed Tuva Andersson, whose problem was
anxiety.*'® Her mother contacted me, as she felt there had been no justice. It is a harrowing
story. Tuva was a victim of malpractice stemming from professional incompetence and gross
medical negligence. She felt stigmatised by a variety of ever-changing, nonspecific diag-
noses, and was exposed to forced treatment. This included a depot injection of a neuroleptic
from which it was impossible for her to withdraw. During the last year of Tuva’s life, her
psychiatrists took away all hope of recovery.

She was only 37 years old when she killed herself with two of the drugs she had been
prescribed, amitriptyline and zopiclone.**® A local newspaper, Hudiksvall Tidning, stated:
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“The personal disaster that befell this family involves so many mistakes in the chain of care

that it is mind boggling. How is that even possible, one thinks when reading the story of

Tuva. Everyone can make the wrong decision at some point. But not all the time.”
Unfortunately, in psychiatry, people make wrong decisions all the time.

Two of my friends, Steven Woloshin and Lisa Schwartz (died in 2019) from Dartmouth in the
USA showed that if patients are told the facts, they are much better at choosing a good drug
or no drug and in knowing what the benefits and harms are.*%°

If people knew that the effect of sleeping pills is to make them fall asleep 15 minutes
faster,*?! and to make them dizzy and drowsy the next day, they might be less interested in
taking them, and if they also knew that the effect disappears within two weeks if they take
them every night, few people would become addicted to them.

Steve and Lisa convinced the FDA’s Risk Communication Advisory Committee that the
agency should adopt their suggestions. However, after having thought about it for a year, the
Department of Health and Human Services announced it needed at least three more years
to come to a decision.*?? An initiative that indisputably helps patients to choose rationally
between drugs, or even to say no to drugs, seems to be viewed almost as an attack on the
state. It could lead to loss of income for the drug industry and the many people it corrupts.

It is now 13 years ago that the government needed another three years to think about
this excellent initiative, and the FDA stalled. Nothing happened. No wonder some call it the
Foot Dragging Agency.
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4 ADHD

| have covered two disaster areas in terms of the diagnoses, clinical research, and the harms
inflicted on many millions of healthy people and here is a third disaster area: Attention
Deficit Hyperactivity Disorder (ADHD).

Patients and their relatives often refer to ADHD drugs and depression pills as “Psychia-
try’s Starter Kit.” Many people start their psychiatric “careers” by consulting their family
doctor with some problem many of us have from time to time and get a prescription, which
starts a chronic course with multiple diagnoses and drugs and deterioration.

ADHD was invented in America. Joseph Biederman, who sat on the DSM-IV committee,
did a lot to promote the diagnosis and get it included in the manual.*? It later emerged that,
in just five years, Biederman received fees from more than 24 drug companies, and Janssen
alone gave him over one million dollars.

No one knows what ADHD is,*?* and there is a good reason for that. It doesn’t exist as a
concrete thing but is just a name for people at one end of a normal behavioural spectrum
who are more energetic and irritating than others. Obviously, we cannot all display average
behaviour. At one end, we have people who are more active who get an ADHD diagnosis. At
the other end, we have those who are quieter than average who get an Attention Deficit
Disorder (ADD) diagnosis. Maybe we shall also one day see a diagnosis for those in the
middle: Activity Normal Disorder (AND), and these people too are surely also in need of drug
treatment.

There is a very funny video that mocks the ADHD pseudoscience and shows how absurd
it all is.4?> It starts with this:

TRIGGER WARNING: If you are certain amphetamines are a safe and effective

treatment for childishness in children DON'T WATCH.

Methylphenidate (Ritalin) is the modern version of the cane. We are no longer allowed to
beat noisy children but are allowed to alter their brains with a narcotic on prescription (most
ADHD drugs are either amphetamine or related substances). We medicalise the inevitable
conflicts and difficulties that arise between children and their parents or other adults and
blame them on a neurodevelopmental disorder or a brain disease although no one has
shown that the brains of people so labelled is different to that of others,*?® which the latest
revision of the diagnostic manual, DSM-5-TR, explicitly acknowledges.

To postulate that hundreds of millions of people have wrong brains is as outrageous as it
gets. It is a flagrant abuse of a faulty disease model.*?” | googled “what causes ADHD” and
found this misinformation from the UK National Health Service:4?8

“ADHD tends to run in families and, in most cases, it’s thought the genes you inherit from
your parents are a significant factor in developing the condition ... Research has identified a
number of possible differences in the brains of people with ADHD from those without the
condition ... Other studies have suggested that people with ADHD may have an imbalance in
the level of neurotransmitters in the brain.” All of this is plain wrong.

| have heard many professors of psychiatry say that genetic factors are the most impor-
tant causes of ADHD. Per Hove Thomsen noted that genes can explain 80%,%?° and Kerstin
Plessen said that there is 80% agreement for identical twins.*3°

So, people who are identical are pretty much identical also when it comes to behaviour.
Surprise, surprise. But if we look for genetic abnormalities, we don’t find anything. In one
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study, which claimed ADHD was related to this, combining two tables shows that 99.7% of
the patients don’t have genetic abnormalities.*3!

Many children qualify for the diagnosis because they are talented and cannot sit still in
poorly disciplined and boring classrooms, or because they have emotional problems gene-
rated at home. A family doctor told me that a schoolmistress had sent most of her pupils for
examination on suspicion of ADHD. It was clearly she who was the problem, but as soon as
the kids are branded with ADHD, it relieves everyone of any responsibility or incentive to
redress the mess they have created, whether at school or at home. It also increases inequa-
lity. ADHD drugs are prescribed much more if the parents have low-skilled jobs.*3?

A Canadian study of one million school children showed that the prevalence of children
in drug treatment in the same class increased in a linear fashion over the calendar
months,*33 and 50% more of those born in December were on drugs than those born in
January. Thus, if we allow the children to grow up and mature, fewer will receive diagnoses
and drugs.

Finnish psychiatrist Ben Furman has developed a fascinating programme, Kids’Skills,3*
which is about teaching kids with difficulties various skills to manage their emotions and
behaviour better and make them proud of their achievements.

When | lecture, people sometimes say they have ADHD. | reply they can have a dog or a
car but not ADHD, which is just a name. When we give a certain behaviour a name, we
cannot say that a person behaves this way because he has ADHD. This is circular evidence.
Unfortunately, the psychiatrists talk about their social construct, as if it existed in nature and
can attack people like bacteria can, e.g. the authors of the adult ADHD checklist noted that
adult ADHD can have a significant impact on relationships, careers, and safety of the patients
suffering from it.43> In 2024, a newspaper applauded that more and more middle-aged and
older people got diagnosed and noted that they have to “live with ADHD.”*3¢ You can live
with a cancer, which really exists, but “living with ADHD” just means living with yourself,
which we all do, so this is an empty statement.**” The article noted that the diagnosis
provides an explanation for people, which is impossible, as it is just a name.

Adult ADHD Self-Report Scale (ASRS-vI.l) Symptom Checklist

Patient Name Today’s Date

Please answer the questions below, rating yourself on each of the criteria shown using the
scale on the right side of the page. As you answer each question, place an X in the box that
best describes how you have felt and conducted yourself over the past 6 months. Please give
this completed checklist to your healthcare professional to discuss during today’s
appointment.

Never
Rarely
Sometimes
Often
Very Often

|. How often do you have trouble wrapping up the final details of a project,
once the challenging parts have been done?

2. How often do you have difficulty getting things in order when you have to do
a task that requires organization?

w

. How often do you have problems remembering appointments or obligations?

S

. When you have a task that requires a lot of thought, how often do you avoid
or delay getting started?

(%}

. How often do you fidget or squirm with your hands or feet when you have
to sit down for a long time?

o

. How often do you feel overly active and compelled to do things, like you
were driven by a motor?

Part A

During my lectures, | have often asked the audience to test themselves with the diagnostic
criteria for adult ADHD, which are so foolish that 25—-50% test positive. Once, 21 of 27
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therapists tested positive and 10 had a full house (six out of six criteria; only four are needed
for the diagnosis). | told them not to worry because some of the most talented and wonder-
ful people | have met are like that. My wife and | and our youngest daughter also tested
positive, as did her very laid-back boyfriend. You might want to try the silly test on yourself.
If you land in the grey area four times (see the table above), you “have” ADHD.

In 2004, the New York University School of Medicine Adult ADHD programme offered a
free screening day at a hotel and found that 85% of adults tested positive.**® When only half
of them had contacted a doctor subsequently, the director of the programme said the data
showed that “people with ADHD need help to get help.” Stupidity has no limits.

The stigmatisation and loss of self-esteem, which often follows a psychiatric diagnosis, is
especially ominous in children who have yet to shape their personalities. They may learn to
view themselves as disabled, with impaired self-determination and increased feelings of
helplessness.*3?

One of my colleagues, UK child and adolescent psychiatrist Sami Timimi, asks parents
who believe that an ADHD drug will help their child, what changes they are hoping to see
and what their concerns are, e.g. behaviour at home, peer relationships, academic perfor-
mance at school, or a lack of a sense of danger. He might then say that no drugs can alter
these things in their child. Drugs don’t make decisions, have dreams and ambitions, or
perform actions.

This way, Sami diverts the parents’ interest from drugs to developing parental man-
agement skills for children who are more “intense” than most. A UK documentary showed
children, which were so difficult to deal with that even critical psychiatrists might think
ADHD drugs are necessary. “We cannot have children hanging around in the curtains,” as a
child psychiatrist told me at a hearing in Parliament. However, the families got help from
psychologists and learned that the children were disturbed, which was why they were
disturbing. A mother who always reprimanded her “impossible” daughter was taught to
praise her instead, and she developed into a very nice child that was no longer hostile
towards her mother.

The ADHD diagnosis should not be a prerequisite for getting extra help or money for
schools, as it increases the prevalence of the diagnosis. But doing the right thing in psychia-
try is difficult. An Irish child psychiatrist told me he was suspended because he didn’t put
children on psychiatric drugs. Instead of changing children’s brains, we should change their
environment.

Sexual abuse of children is frighteningly common. According to posts on the Internet,
about one in ten children are sexually abused. About half of the women at psychiatric
hospitals have been sexually abused as children or adolescents, and in most cases, hospital
staff are unaware of this.4°

If a child behaves badly, is provocative and defiant, this can lead to a diagnosis of ADHD
or borderline personality disorder, although it might be a reaction to a horrible abuse the
child doesn’t dare talk about. Not even when the patients do talk about it, it is always being
taken seriously. A young woman told me that she noted to her psychiatrist that she had
been sexually abused as a child. He replied that it was beside the point. All that mattered to
him was the questionnaires he used for making diagnoses. Many patients have told me it
took many years before they met a psychiatrist who took an interest in the serious trauma,
they had experienced.
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The indoctrination of psychiatrists is effective. In 2022, one of my colleagues lectured in criti-
cal thinking for psychiatry residents. He asked them to review three studies claiming that
kids with an ADHD diagnosis had genetic abnormalities or smaller brains than other kids.**

The residents emphasised that the genetic differences were highly significant and said
that the brain volume study suggested that ADHD was a neurodevelopmental disease.

My colleague was flabbergasted. When he explained that their views were not supported
by the studies they had just read, they became hostile. Didn’t he understand that ADHD and
other psychiatric disorders were biological disorders, like diabetes or cancer?

This was the most hopeless insanity in psychiatry he had ever experienced. It is frighten-
ing that such people are supposed to take care of psychiatric patients in an evidence-based
fashion. They are unable to do this, as it requires a minimum understanding of science.

The study claiming that children with an ADHD diagnosis have small brains has been
widely condemned. The researchers wrote that their study sends a “clear message for
clinicians to convey to parents and patients, which can help to reduce the stigma that ADHD
is just a label for difficult kids and caused by incompetent parenting.”44? This nonsense is
heart-breaking. It does not reduce stigma to tell people they have small brains. Lancet
Psychiatry devoted an entire issue to criticisms of the study, and a re-analysis of the data
found no brain differences.**3

As usual for psychiatry, the Americans are worst. The American Academy of Child and
Adolescent Psychiatry writes on its homepage that ADHD is a brain disorder and that
scientists have shown that some structures in the brain in children with ADHD can be smaller
than those areas of the brain in children without ADHD.#44

Narcotics on prescription

In 2011, my wife and | got very angry when an ADHD bus visited our youngest daughter’s
school and distributed brochures to “raise awareness of the ADHD disorder in children.” It
was all about pushing drugs. The bus was owned by the Danish ADHD Association, which
received financial support from companies selling the drugs and producing brochures. The
director of the ADHD Association was hired because of her “commercial orientation,” with a
focus on establishing “partnerships with private companies.”**> Absolutely disgusting.

In the USA, you can be met with this warning:

DRUG FREE
GUN FREE

SCHOOL ZONE

VIOLATORS WILL FACE SEVERE
FEDERAL STATE AND LOCAL
CRIMINAL PENALTIES
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But there are no drug free schools in America where over 10% “have” ADHD and are on
speed.** |t is a paradox that teachers act as more effective drug pushers than those in the
streets. Particularly because schoolteachers have observed that exercise makes the children
calmer and more attentive. The effects are huge. A review of the trials found an effect size of
0.92 for improved inattention, 0.82 for inhibitory control and 0.52 for cognitive flexibility in
youngsters with an ADHD diagnosis.**’

The short-term benefit of the drugs is that children may sit still in class, but the effect
disappears quickly, and the harms include tics, twitches, reduced spontaneous mental and
behavioural activity, reduced social interest, apathy, indifference, and depression and com-
pulsive, meaningless behaviours, which animal studies have confirmed.**® The compulsive
behaviour is often misinterpreted as a benefit even though the child may just obsessively
copy everything shown on the board.

There seems to be no long-term benefits from ADHD drugs. In 1999, the US National Insti-
tute of Mental Health (NIMH) published 14-month results of the first long-term trial, the
MTA study, in which 579 children were randomised to methylphenidate, behavioural thera-
py, both, or routine community care.*4° Even though many scales and outcomes were used,
with 19 primary outcomes, the only drug effect was that the children were less hyperactive
or impulsive and paid more attention.

The authors considered ADHD a chronic disorder (which they contradicted in their next
publication) and advocated ongoing treatment, which agreed poorly with their results. The
differences in scores did not translate into anything important, but the psychiatrists weren’t
eager to reveal this. It took another eight years before they published the three-year data,
which showed no differences.**° A companion paper was difficult to interpret, as the
findings were drowned in complicated statistics. This time, the investigators revealed their
financial conflicts of interest, which were excessive: on average, 13 drug companies were
listed per author, not a credible bunch of people. The limited relevant data there were
showed a higher rate of substance abuse in the methylphenidate group than in the
behaviour therapy group.*°?

This was expected, as narcotics increase the risk of substance abuse. But a unique study
that confirmed this wasn’t published. The main investigator, Nadine Lambert, died in a car
accident in 2006*? and maybe her colleagues didn’t like her results. Lambert did a 26-year
study of 492 children, half of whom had an ADHD diagnosis.**3 Only 2% of those who had
never smoked or taken stimulants were dependent on cocaine as adults, compared to 40%
of those who both smoked and were treated with stimulants. It was not a randomised trial,
but her results were so threatening for the establishment that, after she had presented
them in 1998, the National Institute on Drug Abuse stopped funding her work.#>*

The six- and eight-year results of the MTA study were also discouraging.*>> There were no
differences for school grades, arrests, psychiatric hospitalisations, or other relevant out-
comes. The use of trial drug had decreased by 62% but adjusting for this didn’t change the
results.

| have an extensive background in statistics. When | did my thesis, | read two heavy
textbooks*® ensuring | understood everything in them. | recalculated all the examples on a
pocket calculator (I didn’t get a computer before 1987). | have even done three-way analyses
of variance on my pocket calculator.**” | can therefore say with great confidence that the
follow-up papers looked like deliberate obfuscation using unnecessarily complicated stati-
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stics. It would have been much easier to honestly describe the disappointing results, but
none of the over 100 scientific papers the MTA study generated did that.

One of the investigators broke ranks and stated in an interview:*>® “The children had a
substantial decrease in their rate of growth ... there were no beneficial effects — none ... that
information should be made very clear to parents.”

It wasn’t. Just like everywhere else in psychiatry, the public was duped, seduced, and lied
t0.%% A news release issued by NIMH presented a huge lie: Improvement following ADHD
treatment sustained in most children. One of the authors, Peter Jensen, said, “We were
struck by the remarkable improvement in symptoms and functioning across all treatment
groups.” And rather than saying that the growth of children on drug treatment was stunted,
the press release said that children who were not on medication “grew somewhat larger.”

The drug industry deceives people in the same way. When Merck found out that its
arthritis drug, rofecoxib (Vioxx), was deadly and caused more thromboses than naproxen,
they invented the hoax that naproxen was protective rather than Vioxx being harmful, which
nonsense the New England Journal of Medicine allowed Merck, a US company, to publish.*€°

The stunting of growth caused by ADHD drugs was huge. After 16 years, those who
consistently took their pills were 5 cm shorter than those who took very little, and there
were many other harms.#6?

Based on what we know about other brain active substances,*®? and the fact that ADHD
drugs reduce mental activity and interaction with other people, which are important for
brain development, it seems likely that ADHD drugs may harm the brain permanently.

Danish child and adolescent psychiatrist Lisbeth Kortegaard and US psychiatrist Peter
Breggin have gradually withdrawn ADHD drugs from every child that came their way and
have both experienced that it improves the child’s condition given the parents agree and
work on improving their parental skills. Lisbeth has stopped psychiatric drugs in many
children and has never seen anyone who deteriorated.*®3 | know both of them and Breggin,
with whom | have lectured several times, believes we should prohibit giving psychiatric
drugs to children, just like we have prohibited physical and sexual abuse.*®* | agree drugging
children should be prohibited, with very rare exceptions.

Psychiatrists lie profusely about ADHD drugs. They write and say that methylphenidate
protects against crime, delinquency, and substance abuse. They even said this at a hearing in
Parliament on 27 May 2013, which | rejected. They were highly dissatisfied that I, as the only
speaker and not being a psychiatrist, had been asked by the politician who organised the
meeting, to give two talks. Lisbeth also lectured. We succeeded to make another child and
adolescent psychiatrist, Tine Houmann, very angry because she didn’t get away with her lies.

The WHO has refused to grant methylphenidate the status of an essential medicine. In
2023, some clinicians and scientists echoed drug company parlance when they wrote in
Lancet Psychiatry that this was a wrong decision arguing that the drug has a proven track
record of efficacy and safety.*®> We explained why they were wrong and the WHO was
right,*®® and my research group has shown that FDA’s approval of Purdue’s controlled-
release methylphenidate for adult ADHD was inappropriate, as the drug did not produce any
meaningful clinical benefits.*6”

The psychiatric textbooks direly warned of the consequences if ADHD is not treated with
drugs and they were full of false claims that ADHD drugs improve educational and
occupational outcomes and reduce the risk of accidents, emergency visits, crime, and drug
abuse.*6®
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One book claimed there is no evidence that psychotherapy works on the “neurologically
conditioned core symptoms” and that the few large studies of psychotherapy all have
methodological problems, citing a book by psychiatrist Marianne Geoffroy whose denial of
the facts and lack of logical thinking | described in the chapter on depression. This is false. A
Cochrane review of 14 trials of psychotherapy showed an effect on core symptoms.46°

One book noted that a Cochrane review raised doubt about the effect of methylpheni-
date but added that many clinicians and patients say they have experienced that methyl-
phenidate works, which is indisputable. Great, then why bother to do randomised trials
when we can just ask what the psychiatrists believe?

Claims that placebo-controlled studies have shown an effect of stimulants in 70—-80% of
the children are idiotic, as they ignore the spontaneous improvement in the placebo group
that would have occurred without any treatment at all. Huge effect sizes in adults were also
claimed. A Cochrane review — that it took nine years to produce after the protocol was
published - showed some positive effects, but the results varied so hugely that it was wrong
to meta-analyse them, and the authors could not determine if adverse effects did not occur
or if the data had not been collected. The review was so bad that the criticism we*’° and
others raised led to its withdrawal from the Cochrane Library.

Two Cochrane reviews performed by my employees found that every single trial ever
performed of methylphenidate was at high risk of bias.*’* When given to adults, the drug
had no effect on days missed at work, in contrast to what was claimed in the textbooks.

Many of the studies were rigged, either by dropping all children who improve on placebo
before the trial starts, or the opposite, studying only children who have tolerated the drug
before they are randomised to drug or placebo, or both.#”? The industry calls this an
“enriched design.” | call it a design that makes the industry rich.

The drug regulators are remarkably gullible and uncritical. We showed that trials were
missing in 7 of 13 applications for approval of extended-release methylphenidate for use in
adult ADHD even though regulators require that all trials must be included in new drug
applications, and the median proportion of missing trial participants was 45%.473

One textbook spoke of quick and dramatic drug effects and noted that studies based on
registers suggested a long-term effect on learning, marks, and schooling. There were 19
references but no discussion of the MTA trial that annulled the wishful thinking. It also
advised to continue with drugs for as long as there is clinical effect, and the harms are
tolerated. It is impossible to judge if there is any benefit in an individual case, and the trials
speak against treating people for years, but the MTA trial was not among the 11 references.

Another book claimed that drugs improve social interaction, alleviate aggression, have a
moderate to large effect, and reduce the risk of drug abuse. The authors cited the MTA study
but only in a figure about co-morbidity. The MTA paper in their literature list was 20 years
old and only reported the misleading 14-month results.

The authors provided three more references, to totally unreliable research.

One was a meta-analysis of 28 placebo-controlled trials where the authors used a home-
made quality score for assessing the quality of the trials,*’* a method firmly recommended
against.*’> They reported a huge effect on aggression, effect size 0.84, which is stunning, as
we know that stimulants cause aggression!47®

The second reference was to an editorial claiming that ADHD drugs reduce the risk of
substance abuse.*’” The author’s numerous financial conflicts of interest was dismissed by
the editor who had “found no evidence of influence from these relationships.” It is funny
how people always deny the fact that drug company money corrupts. The author com-
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mented on a study of health care claims from 3 million people, which is not reliable
evidence. He noted that a 2003 meta-analysis found a two-fold reduction in the risk of
substance abuse but didn’t provide a reference to this obviously erroneous result. | was
unable to find it even though | browsed hundreds of records. And he did not cite the MTA
trial of course.

The third reference was to an exceptionally flawed meta-analysis even by psychiatric
standards.?’® The authors included only 12 of the numerous existing trials and reported huge
effect sizes, 0.96 and 0.73, without explaining which outcomes they came from. They trans-
lated these effects to binary data and reported that the number needed to treat to benefit
one patient was about 2-3, which is impossible. It is a no go to dichotomise continuous
variables.*’® The first author had “Potential conflicts of interest” related to companies selling
ADHD drugs. Conflicts of interest are not potential; they are real.

It is popular in psychiatry to blame the victim. A textbook noted that, in high doses, the
drugs may trigger or aggravate depressive and psychotic symptoms if the patient is predis-
posed. Such symptoms may occur on usual doses and without any predisposition.

The author, child and adolescent psychiatrist S@ren Dalsgaard, provided two references
to his own observational studies, and they were not illuminating. One noted that children
with ADHD had criminal convictions in adulthood five times more often than the general
population.*®® What are we to make out of that? We cannot reduce crimes by using drugs.
Dalsgaard did not mention the MTA trial, and his other study was even worse.

He noted that for every year drug treatment was postponed in children, the risk of drug
abuse increased by a factor of 1.5.%81 Thus, the risk of drug abuse is 130 times higher (1.5%?)
if a child starts treatment at age 18 rather than at age 6. | calculated from the article that the
background rate in the population is 0.69%. Thus, 0.69% x 130 = 90% of all children with an
ADHD diagnosis from age 6 will become drug abusers if they are not treated before age 18.
The article did not specify the age span that provided the data for the 1.5 times annual risk
increase, and | might have extrapolated too liberally, but the study is absurd. There must
have been huge confounding. Children who start drug treatment late are very different to
other children.

The serious harms of ADHD drugs are ignored

We showed that ADHD drugs impair reproduction in animals even after the drugs are
stopped.*®2 We don’t know if this is also an issue for humans, but we do know that fecundity
is declining.

We found that the reporting of harms in methylphenidate trials is highly unreliable.*8?
There were huge differences across trials that were impossible to explain, e.g. decreased
libido was experienced by 11% in one trial versus only 1% in a pooled analysis of three other
trials. As quality of life was measured in 11 trials but only reported in 5, where a tiny effect
was found, quality of life likely worsens on ADHD drugs, which is also what the kids
experience. If asked while their parents are not present, they say they don’t like the drugs.
This is not surprising. Among harms, the textbooks listed headache, dry mouth, nausea,
stomach pain, tics, irritability, sadness, depression, mood swings, nervousness, worsening of
anxiety symptoms, sedation, increased blood pressure, insomnia, anorexia, and weight loss.

A study of 218 Israeli young adults diagnosed with ADHD and using stimulants showed
that 28% had tried to resist taking the drugs as children when told to do so by their care-
givers.*® Mood changes were observed among 66%, whereas the rate was only one per
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10,000 users in the package insert for Ritalin; 39% felt they were not themselves; and 3%
had had thoughts of attempting suicide. The study used closed-ended questions and there
was no control group. A Cochrane review that had comparable control groups reported that
methylphenidate increased the risk of serious adverse events (risk ratio 1.36), any psychotic
disorder (RR 1.36), arrhythmia (RR 1.61), insomnia and sleep problems (RR 2.58) and
decreased appetite (RR 15.06).48>

The most serious drug harms received little or no attention in the textbooks. The only
mention of withdrawal symptoms was in a book that noted that the symptoms can lead to
decreased ability to drive, use machines and work. In contrast, a Cochrane review noted that
people dependent on amphetamine can experience severe withdrawal symptoms that can
last for weeks, and which include dysphoria, irritability, melancholia, anxiety, hypersomnia,
marked fatigue, intense craving for the drug, and paranoia.*8¢

Stimulants have hallucinogenic properties,*’ and some children develop mania or other
psychoses.*®® At an FDA advisory meeting, it was estimated that symptoms of psychosis or
mania “occur at a rate of 2 to 5 per hundred person-years (observed 1.6 per 100 patient
years).”48 When FDA staff analysed data from 49 randomised trials of stimulants three years
later, there were 11 psychosis/mania adverse events during 743 person-years of double-
blind treatment with these drugs, and none during 420 person-years of placebo exposure.
Hallucinations involving visual or tactile sensations of insects, snakes, or worms were
common in cases in children.4%°

In FDA’s Prescribing Information for extended-release methylphenidate, the risk is stated
to be only 0.1%,°* whereas in the UK drug agency’s review, psychosis or mania occurred in
3% of patients on methylphenidate (versus 1% on placebo),**? which is 30 times higher.

The psychiatric harms often lead to additional diagnoses, e.g. depression, obsessive
compulsive disorder or bipolar, and additional drugs and chronicity. The drugs also cause
violence, including homicide.43

Andrew Thibault, co-founder of Parents Against Pharmaceutical Abuse, has described
suicides by hanging in foster children with an ADHD diagnosis and in treatment with lisdex-
amfetamine (Vyvanse).*** These children were used as guinea pigs in drug trials against the
regulations and were massively overdosed. When a Canadian study found that youth on
ADHD drugs were 13 times more likely to be prescribed antipsychotics and almost 4 times
more likely to be prescribed antidepressants than other children, the authors argued that
children with ADHD have more psychiatric comorbidities than children without ADHD,
ignoring the obvious fact that psychosis and depression are labelled side effects of ADHD
drugs in package inserts.

One textbook noted that the drugs can cause mania and destabilise bipolar disorder, but
not that bipolar is often misdiagnosed because of the drugs’ harms. In 2015, | was invited to
lecture at Aalborg Hospital by the psychiatric organisation in the region and Rasmus Licht, a
professor of psychiatry, lectured after me. He is a specialist in bipolar disorder, and | asked
him how he could know, when he made the diagnosis in a patient who received an ADHD
drug, that it was not just the drug harms he saw because they are very similar to the symp-
toms doctors use when diagnosing bipolar. | was flabbergasted when he said that a psychia-
trist was able to distinguish between these two possibilities. Rasmus in wonderland ...

Psychiatrists usually ignore this fundamental problem and may even say that the drug
treatment has “unmasked” the new disorder. This is one of the reasons why contact with the
psychiatric system often leads to several diagnoses and polypharmacy and why temporary
problems with mental health often become chronic. | call this the fly paper of psychiatry. The
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more noise the patients generate by flapping their ‘wings,’ the more stuck in diagnoses and
drugs they become.

Many patients refrain from telling their psychiatrist certain things to avoid even more
diagnoses and drugging. When asked if they have become better, they may confirm this
even when the opposite is true. They quickly learn how to behave to protect themselves.

In the end, no one can remember how it all started and what life was like before the
patient got a diagnosis. Patients become chemically induced, artificial products with brains
and personalities that are no longer the same. And drug use becomes part of their identity -
just as it is for drug addicts.

It should be forbidden to make new diagnoses in patients on psychiatric drugs. If people
get admitted to hospital in a psychotic state because they have taken cocaine, LSD or
marihuana, we should not say: “Great, the drug has unmasked your schizophrenia!”4%
Unfortunately, many psychiatrists think this way.

One textbook mentioned that abstinence reactions after stopping an ADHD drug
abruptly can include depression, but even though the authors stated that the depression
could come suddenly and cause a great risk of suicide, they gave the deadly advice to treat
the depression with depression pills, increasing the suicide risk further. The correct approach
is to reintroduce the ADHD drug and taper it off slowly.

ADHD drugs are easily available on the black market, and the WHO has warned about
amphetamine-type drug abuse, including methylphenidate and MDMA (ecstasy), and said
the situation “warrants immediate attention.”#°® But they did not warn that the increasing
use of stimulants on prescription is also a huge problem. This is taboo even though there
were 10,333 drug overdose deaths in the USA in 2017 involving stimulants, compared to
only 1,378 in 2007.4%7

Drug regulators are also inconsistent. Methamphetamine is not approved in Europe
where it is considered a dangerous, illegal drug like cocaine.*® It is approved in the USA for
ADHD, but the FDA warns that it has a high potential for abuse.**® In 2023, the FDA warned
that stimulants can lead to development of substance use disorder and addiction even when
prescribed to treat an indicated disorder, and that this can result in overdose and death.>®

Adderall — a mixture of amphetamine salts — was a weight reduction drug called Obetrol,
which was so addictive that it was withdrawn from the market.>°* Adderall is now used in
the USA for ADHD but was withdrawn in Canada in 2005 after 14 children suddenly died and
two had strokes.”®? The FDA did nothing, apart from trying to convince their Canadian
colleagues not to withdraw the drug.

Death, the most severe harm, was never mentioned in the textbooks even though
cardiac arrhythmias, myocardial infarction, stroke, and sudden death are listed in FDA’s
package insert for methylphenidate.>® Stimulants double the risk of cardiovascular
events,”®* and children have suddenly dropped dead.>®> That ADHD drugs can cause
violence, suicide, homicide and death for other reasons>% has also not received much
attention. Psychiatrists do not think that deadly harms of their drugs are important
information to convey in their textbooks to future psychiatrists.

In 2014, | was involved as an expert witness in a much-publicised court case where Graham
Bishop, an Englishman, almost stabbed his two daughters to death at Rigshospitalet where |
worked. He was sentenced to 11 years in prison and permanent expulsion from Denmark,
but the case was appealed.
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The forensic committee acknowledged that methylphenidate could lead to “increased
irritability and emotional instability” and that they could not exclude the possibility that the
drug could have influenced his psychological state when the act was committed. But they
considered it unlikely, arguing that he had previously taken similar doses without problems.

| noted to Bishop’s lawyer, Karoline Normann, that he had never taken such a high dose
before as the one he took just before the crime, and that even if he had not increased the
dose, he could still have reacted out of character under the influence of the drug because
the events that led up to the misdeed were very stressful. Moreover, as the harms of
methylphenidate are far worse than the committee’s euphemistic note about “increased
irritability and emotional instability,” | wanted to see the committee’s mental assessment of
Bishop. The prosecutor refused, which | found unjust, as my role was to support the defense.

Via Normann, | asked the forensic committee if they considered it the standard of care
that Bishop’s psychiatrist had told Bishop that he could increase the dose without problems
and with no upper limit. This question, and several others | posed, was ignored by the com-
mittee, and their reply to my question: “Does the forensic committee think that intake of
methylphenidate can increase the risk of violence, including homicide?” was: “The question
is of a general character.”

Yes, but it was relevant for the case. | was very uncomfortable about not getting answers
and about the committee being in a position where it was essentially asked to evaluate its
own previous judgment. This is an unacceptable conflict of interest, as few people are willing
to admit their mistakes and overrule themselves.

No one knows if Bishop would have committed his hideous crime had he not been on
methylphenidate. Normann recently told me that he is completely normal today and that his
surviving daughter sees him (the youngest one died; she suffered from a serious disease).

This is not the only time | have seen our forensic committee behave inappropriately. In
2014 when we wrote questions to the committee, six of the ten members were psychiatrists,
including Poul Videbech who, as | explained in the chapter on depression, is unpredictable,
arrogant, and unable to interpret science correctly.

The committee’s verdict is cut in stone, as if they were the Oracle of Delphi; no judge
dares question it; and it cannot be appealed. This is highly problematic, considering that
psychiatrists routinely deny the most dangerous harms of psychiatric drugs, particularly
suicide and homicide.

Des Spence, a general practitioner from Glasgow, has explained how psychiatry has become
big pharma’s goldmine and how it exploits children with ADHD drugs:>%’

Seek a small group of specialists from a prestigious institution (Harvard). Big pharma
becomes the kingmaker, funding research for these specialists. Report about underdiagnosis
and undertreatment, never the opposite. Control all data and make the study duration
short. Use the media, plant news stories, and bankroll patient support groups. Pay your
specialists large advisory fees. Lobby government. Get your specialists to advise the govern-
ment. Now the world view is dominated by a tiny group of specialists with vested interests.
Use celebrity endorsements to sprinkle on the marketing magic of emotion. Expand the
market by promoting online questionnaires that loosen the diagnostic criteria further. Make
the illegitimate legitimate.

A small Harvard group admitted undisclosed personal payments from drug companies
totalling $4.2 million. Joseph Biederman and his Harvard colleagues underreported their
earnings to university officials; each of them had made over a million dollars from drug
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makers during only eight years. And the drug industry accounted for about 30% of the $63
million in financing the American Psychiatric Association in 2006.°%8

For a European, $63 million for financing a specialist organisation in just one year is like
living on another planet. What do they use all that money for?

A review of 43 drug trials in children confirms Spence’s kingmaker tale.>®® Very few drug
reactions were called serious, although many children dropped out of the studies because of
serious adverse drug reactions. Moreover, adverse drug reactions were only reported if the
incidence was above 2% or 5%. | worked out how much inbreeding there was: 21 papers
(49%) came from Harvard Medical School or Massachusetts General Hospital in Boston, only
three miles away from the school, and Biederman co-authored 13 of them.

Biederman extorted the drug companies. Internal emails revealed that he was furious
after Johnson & Johnson rejected his request of receiving a $280,000 research grant.”1° A
company spokesperson said he had never seen someone so angry, and their business
became non-existing within Biederman’s area of control.

Biederman was handsomely rewarded for his corruption of the science. He was one of
the world's most influential child psychiatrists, one of the most cited ones, was inducted into
the Hall of Fame of CHADD (Children and Adults with Attention-Deficit Hyperactivity
Disorder), was awarded the 2021 World Federation of ADHD Gold Medal Award for his
lifetime contribution to the field of ADHD>!! and he received over $15 million in grant
funding from the National Institutes of Health.

Biederman played a leading role in the destruction of children. He and his co-workers
made a diagnosis of bipolar in 23% of 128 children with ADHD and reported this in the
paper, Attention-deficit hyperactivity disorder and juvenile mania: an overlooked
comorbidity?>'?> There is no overlooked comorbidity, only overlooked harms of ADHD drugs
that resulted in a wrong diagnosis of bipolar in about one quarter of the examined children.
Bipolar in children rose 35-fold in just 17 years in the United States,!® which is because of
the loose diagnostic criteria and increased use of ADHD drugs>'* and depression drugs,’*>
which may cause mania, leading to a diagnosis of bipolar disorder in one out of ten young
people treated with a depression drug.”'® The fact that doctors in America make this
diagnosis in children 100 times more often than in the United Kingdom> illustrates it is a
fake diagnosis in almost all cases and the extent to which American psychiatry is corrupted.

Biederman’s invention of juvenile bipolar disorder caused a huge number of children to
be treated with psychosis pills. Bipolar in children was virtually unknown before Biederman
started pushing the diagnosis and the drugs. A book called it “Mad science” in its title.>'®

Psychiatrist James Deutsch asked Biederman in 1998 at a conference what proportion of
his "bipolar" kids that had histories of trauma. He replied without hesitation: "None."
Deutsch then asked where in the world he found such patients. Biederman replied that his
patients were clean of trauma but "horrendous" in behaviour. His junior colleague said that
fewer than three drugs simultaneously would not have any impact on their patients. Deutch
regrets he did not do more to stop the madness.

Such is the top of the psychiatric profession. Immensely rewarding for those who harm
the patients the most.

A UK psychiatrist told me that an 18-year-old boy had been on lisdexamfetamine and
guanfacine for 11 years without any drug holidays. Once, when there were issues with his
drug supply, he developed a psychosis after missing several doses of lisdexamfetamine and
was admitted to hospital. After nine months, he was still in hospital but now he was also
receiving a neuroleptic, a depression drug and benzodiazepines. This drug cocktail is insane,
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dangerous and illogical. Neuroleptics decrease dopamine while lisdexamfetamine increases
dopamine. Unfortunately, such prescribing of antagonistic drugs is common in psychiatry.

The conclusions are clear: The ADHD diagnosis is fake and should be banned; ADHD drugs
are narcotics on prescription and should be removed from the market; people with symp-
toms that qualify for an ADHD diagnosis should receive psychosocial interventions; triggers,
such as poor parenting or poor schoolteachers, should be addressed; and the social
structures that constrain parents and teachers from doing better and having the time and
freedom to do so should be addressed.

It is an uphill battle because the indoctrination is so effective. | read in my newspaper in
May 2024 in the sports section that a football player “had” ADHD and it explained it was a
neuropsychiatric disorder.>® If you look up neurological disorders on the Internet, you will
find scaring diseases such as brain tumours, epilepsy, multiple sclerosis and dementia.

So, I'll say it again, in bold: ADHD is not a neuropsychiatric disorder. It is just a name for
certain behaviours. The invention of this non-thing is so harmful that it is beyond belief.

72



5 Psychosis

Chlorpromazine was the first major tranquilliser. When it appeared in 1954, it was con-
sidered a chemical lobotomy, as it produced many of the same effects, or a chemical
straitjacket, as it kept the patients under control.

Psychiatrists observed it didn’t have any specific antipsychotic properties. The patients
continued to have delusions and hallucinations but were less disturbing, which was the main
reason for the immediate popularity of the psychosis pills. The predominant effects the
patients report when they take the pills are sedation, drowsiness, feeling tired, cognitive
impairment, emotional flattening or numbness, indifference, loss of motivation, slowed
thoughts and suicidality.>?° What they miss the most are themselves.

Defying reason, the president of the US Society of Biological Psychiatry, Harold Himwich,
launched the absurd idea in 1955 that antipsychotics work like insulin for diabetes.>?!

These drugs don’t even work for psychosis even though they are called antipsychotics.
The results obtained in industry sponsored trials are far below the minimally clinically rele-
vant difference to placebo>?? even though it is easy for scores on a ranking scale to improve
quite a bit if people are tranquillised and express their abnormal ideas less frequently.

About 20 years ago, a highly prestigious and influential trial funded by the NIMH was
carried out, the CATIE trial.>3 | found 191 records on PubMed about it. It randomised 1493
“real-world patients” with schizophrenia to olanzapine, quetiapine, risperidone or zipra-
sidone, or to a very old drug, perphenazine, marketed in 1957.

The primary outcome was very reasonable, time to discontinuation for any reason, which
reflects both the benefits and the harms of the drugs. After 18 months, only 26% of the
patients were still on the drug, and perphenazine was not worse than the “atypicals” and did
not produce more extrapyramidal harms than the highly praised “modern” psychosis pills,>2*
which were hugely more expensive than an old drug off patent.

The authors talked about the comparable levels of effectiveness of the five drugs, but
they should have talked about comparable levels of ineffectiveness, as all the drugs failed
according to the primary outcome.

Cochrane protects the psychiatric guild and the drug industry

Patients may want to be sedated when they have acute psychosis, but a Cochrane review
showed that this can be better obtained with a benzodiazepine,>?® which is what all the
patients have wanted when | asked them during my lectures. But none of them got it.
Patients are routinely treated with neuroleptics, even against their explicit will.

In another Cochrane review, Benzodiazepines for psychosis-induced aggression or agi-
tation,>?® the authors wrote in the abstract that, "compared with haloperidol, there was no
observed effect for benzodiazepines for sedation by 16 hours.” This was a highly misleading
denigration of benzodiazepines. Assuming haloperidol works, it seems that benzodiazepines
also worked. One cannot say that benzodiazepines have no effect unless the comparator is
placebo, and we know that benzodiazepines can calm people down.

| contacted Cochrane about this, but it took four years and a lot of persistence on my
part before Cochrane changed it.>?’
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At first, in June 2018, | wrote to the primary author, Hadar Zaman, and asked him to
correct the abstract. He didn’t do that but forwarded my comments to the Cochrane
Schizophrenia Group and he said they would come back with guidance.

They didn’t. Three months later, | wrote to Zaman again, copying the Managing Editor of
the Cochrane Schizophrenia Group, Claire Irving. | said that since | got no reply, | had sent my
criticism via the Comments function in the Cochrane Library. | also noted that Zaman could
easily have made the small corrections to the review | had asked for, without first involving
the editor.

Yet again, | was ignored. Irving replied that the group would respond “as soon as pos-
sible” but three years later, | had still not heard from the group even though Cochrane is
obliged to publish relevant comments alongside the review without delay.

| submitted my comment to the group again, repeating that | wondered why the authors
had not quoted a similar Cochrane review that showed that the desired sedation occurred
significantly more often on benzodiazepines than on antipsychotics.>?®

Over a year passed, and | still didn’t hear from the group’s editor. | therefore sent a
complaint to Cochrane’s Editor-in-Chief, Karla Soares-Weiser. She replied that she would let
me know when my comment had been published.

She didn’t. Three months later, | checked the review and saw that my comment had been
published. But there was no reply to it in the review, and nothing had been changed in the
seriously misleading abstract. | considered this editorial misconduct.

In March 2023, | contacted Soares-Weiser again, and in May, John Hilton, Head of
Content Publication and Policies, Cochrane Central Executive, wrote to me that the review
had been amended (the abstract now said that there was no difference between haloperidol
and benzodiazepines), and a response was published.

The only time | ever heard from the Cochrane Schizophrenia Group was four years
earlier, when they replied they would respond “as soon as possible.” | have experienced
several times that, in Cochrane, this can mean many years. The authors never responded
either, although this was their obligation. Instead, there was a response from the “Editorial
base Cochrane Schizophrenia” within the review, which was problematic. The editors down-
graded their error by saying, “sometimes the phrase can be misinterpreted.” No, as written,
it will always be misinterpreted.

The editors did not find it relevant to comment on the Cochrane review that found faster
sedation with benzodiazepines than with neuroleptics arguing that it only assessed the
acute effect. This was plain nonsense. The review | criticised was about treatments for
psychosis-induced aggression or agitation, which are acute conditions.

My comment is now part of the Cochrane review,*?° but, unfortunately, the PubMed
abstract is still the misleading one from 2017.

This saga exemplifies that Cochrane mental health groups are so keen to protect the false
ideas they have about the drugs that they are willing to sacrifice scientific honesty and the
patients to protect the psychiatric guild. Cochrane’s logo is “Trusted evidence.” | have
explained why Cochrane reviews of psychiatric drugs should be distrusted.>3°

The psychiatric textbooks are seriously dishonest

The psychiatric textbooks should also be distrusted.>3! They are seriously dishonest and tell

us, for example, that, before antipsychotics arrived, many patients needed to live the rest of

their lives in institutions; their discovery was a revolution; many patients clearly improved
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their quality of life enabling their reintegration into society; patients who were previously
tortured by their disease and were aggressive could now live alone or in protected housing;
and the number of hospital beds decreased.

All of this is wrong. There were no references for the extravagant claims, but it has been
thoroughly documented that the pills had nothing to do with the emptying of the asylums,
which started earlier and was driven by economic considerations.>3? Drugs that do not have
clinically relevant effects (see page 73) cannot possibly produce such dramatic outcomes.
Moreover, a trial of 127 first-episode schizophrenia patients found that 2-3 times as many
patients on chlorpromazine than on placebo were rehospitalised within three years.>33

Four of the five textbooks claimed that the pills work also for negative symptoms. These
include blunted affect, poverty of speech, asociality, lack of motivation, inability to do tasks
or activities with an end goal, and diminished capacity to experience pleasant emotions.>3*
Two textbooks even claimed that psychosis pills have an effect on cognitive symptoms. This
information is mendacious. It has been known for 70 years that the pills worsen negative
symptoms and cognition.

Bob Whitaker has described how absurd this all is.>3> Imagine that a virus suddenly
appears that makes people sleep 12—14 hours a day, move around slowly and become
emotionally disengaged. Some gain 30 kg of weight, their blood sugar and cholesterol go up,
and some develop diabetes. People infected die substantially earlier than other people,
some kill themselves, and parents panic over the thought that their children might also
contract this horrible disease. Hundreds of millions of dollars are awarded to scientists to
decipher the workings of the virus and they find out that it blocks a multitude of receptors in
the brain — dopaminergic, serotoninergic, muscarinic, adrenergic, and histaminergic — which
lead to compromised brain function. MRI studies find that the virus shrinks the cerebral
cortex, which is tied to cognitive decline. A terrified public clamour for a cure.

Such an illness has hit millions of children and adults. But it is not a virus. What Bob
described are the effects of Eli Lilly’s bestselling neuroleptic, olanzapine (Zyprexa). Since it is
a drug, we accept these harms. Psychiatric drugs are taboo.

Psychiatrists are very poor in spotting serious harms of their drugs. It took psychiatry 20
years to recognise tardive dyskinesia (a terrible movement disorder caused by brain damage,
which is often irreversible but masked by ongoing treatment) as an iatrogenic (caused by
doctors) illness,>3® even though it is one of the worst harms of psychosis pills and affects
about 4-5% of the patients per year.>3’ This means that most patients in long-term treat-
ment will develop it. However, in 1987, the president of the American Psychiatric Association
said at an Oprah Winfrey show that tardive dyskinesia was not a serious or frequent
problem.>38

In one study, neurologists found 10 patients with tardive dyskinesia while the psychia-
trists found only one, and akathisia was diagnosed in 27 vs 7 patients, respectively.>3® There
are videos of children and adults with akathisia and tardive dyskinesia that show how hor-
rible these brain damages can be.>*°

Two books claimed that irreversible harms like tardive dyskinesia caused by first-genera-
tion drugs can be avoided by using second-generation drugs,”*! but this marketing message
is false. The newer drugs are not any better than old ones in clinical effect,”*? which former
NIMH director Thomas Insel admitted saying that the notion that they were “breakthrough
medications” was wrong.”*?
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The textbooks considered clozapine (Leponex) the most effective drug for schizophrenia;
some claimed it does not cause extrapyramidal symptoms; and some claimed it reduces
mortality or suicides, or both.

None of this is correct.>** Claims of highly implausible effects should be accompanied by
references, but there were none. In one study, 4 of 104 patients treated with clozapine
developed tardive dyskinesia.>* It has never been documented in reliable research that any
psychosis pill reduces mortality, but it has been documented in randomised trials that these
pills increase mortality substantially (see below). The alleged superiority of clozapine is also
highly questionable. There are mediocre meta-analyses that suggest this, but a Cochrane
review of good quality did not.>*®

| have advised patients that they should do everything they can to avoid getting treated
with a psychosis pill, and also to ensure they can document they warned the doctor, e.g. by
recording the conversation, bringing a journalist to the meeting, or demanding a written
note from the doctor on the spot, not later. If doctors get in trouble, they often deny what
happened, and they might even change the records.*’

In the package inserts, the FDA warns against using the drugs in pregnancy because
neonates may develop extrapyramidal and withdrawal symptoms including agitation, hyper-
tonia, hypotonia, somnolence, tremor, feeding disorder and respiratory distress, sometimes
needing intensive care unit support and prolonged hospitalisation.

However, a textbook recommended to treat pregnant women with schizophrenia
because untreated psychosis can endanger the life of the mother and child,>*® even though
the pills increase this risk. The authors noted that FDA’s warning suggested that the drugs
affect the brain in both the child and the mother. This is ridiculous. We have known for 70
years that the drugs hamper normal brain functions, which is why they are being used, but
according to Danish professors of psychiatry, it is only a possibility that psychosis pills can
affect the brain. So, if you are caught by the police after having drunk too much, just tell
them that it is only a possibility that alcohol affects the brain!

The best guarded secret in psychiatry: neuroleptics are highly lethal

It is difficult to find out how many patients doctors kill with neuroleptics. Thousands of trials
have been carried out, but when my research group in 2019 searched for placebo-controlled
trials in psychosis that only included patients who had not received such a drug earlier, we
found only one trial.>* It was from China and appeared to be fraudulent. As the reported
data were impossible to achieve, they seemed to have been fabricated. In 2020, another
such trial appeared, and it did not find an effect of psychosis pills in patients with a first-
episode psychosis.>>°

Trials in schizophrenia are useless because virtually all patients are already in treatment
before they get randomised, and those who are switched to placebo are exposed to cold
turkey effects, which increase mortality.>> Furthermore, about half of the deaths and half of
the suicides in trials of psychiatric drugs have been left out in published trial reports.>>?

| therefore focused on elderly, demented patients assuming that few of them were in
treatment before they were randomised.

| was shocked. A meta-analysis of placebo-controlled trials in patients with dementia
showed that antipsychotics kill one patient for every 100 treated for about ten weeks.>>3
The FDA found double as many deaths based on the same trials, two per 100.%>* These drugs
are some of the most toxic drugs ever invented and shouldn’t be used for anyone.
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The psychiatrists are fully aware that the lifespan for patients with schizophrenia is about
15 years shorter than for other people, but they don’t blame their drugs or themselves, but
the patients and their disease. They very often use high doses or several neuroleptics at the
same time, which is serious medical malpractice, as it increases the risk of death without
increasing any specific beneficial effects on the psychosis since these don’t exist.

Trials have shown that there is no dose-response relationship for neuroleptics.>>> But the
clinicians disregard this completely. A typical comment at conferences at psychiatric wards
is: “The patient is doing well after two weeks on Zyprexa, so | doubled the dose.”

In Denmark, the psychiatrists referred to a report from the Board of Health produced by
themselves when they claimed that the use of several antipsychotics simultaneously doesn’t
increase the risk of death.>*® This cannot possibly be correct, and it turned out that the stati-
stical method used in the report is totally faulty.>>” The report showed that those who got
four antipsychotics had a higher mortality than those who got fewer drugs.

The Danish report also showed that half the patients were in treatment with more than
one antipsychotic simultaneously, although there are no scientific data in support of this and
although both national and international guidelines recommend against it. The record | have
heard about was seven antipsychotics simultaneously.

Danish psychiatrists also published a study concluding that, “Risk of natural death did not
increase with the number of concurrently used antipsychotic agents compared with antipsy-
chotic monotherapy.”>8 It is not a “natural death” to be killed by an antipsychotic. And the
mortality was doubled when psychotic patients received three or more antipsychotics simul-
taneously instead of one. The authors removed this unpalatable result by adjusting for
somatic comedication, which is a huge error.>>® The death rate soared, the more drugs for
somatic illnesses the patients received (27 times if they received at least 10), and the use of,
for example, cardiovascular drugs were 37% and 16% among those who died and those who
survived (controls), respectively. The use of diabetes drugs was 12% and 6%, respectively.
Since increased doses and the use of several antipsychotics simultaneously increase the
incidence of somatic illnesses, it is wrong to adjust for the use of somatic comedication, as
this is part of the causal chain from psychosis to death.

Better studies have shown that polypharmacy with antipsychotics increases deaths, as
expected. Some of these studies were mentioned in the study’s Discussion section.

Countless studies have been concocted to support the lie that psychosis pills reduce mor-
tality from psychotic disorders, which two textbooks claimed,® but all the studies have
serious flaws.”®* Above all, the patients being compared - those on pills and those not - are
not comparable. “State of the Art” articles in medical journals are no better.>®2

Bob once wrote to me that it requires extraordinary mental gymnastics by psychiatrists
to conclude that these drugs, which cause obesity, metabolic dysfunction, diabetes, tardive
dyskinesia, lethal cardiac arrhythmias, and so on, protect against death.

When | tried to find out why young people with schizophrenia die, | faced a roadblock,
carefully guarded by the psychiatric guild. It is one of psychiatry’s best kept secrets that
many patients are killed with psychosis pills. | described my experiences in 2017°%3 but
subsequent events were even worse.

In 2012, Wenche ten Velden Hegelstad and colleagues published 10-year follow-up data
for 281 patients with a first-episode psychosis (the TIPS study).>®* Although their average age
was only 29 years, 12% died in less than 10 years, but the authors’ detailed article was about
recovery and symptom scores. They took no interest in all these deaths, which appeared in a
flowchart of patients lost to follow-up and were not commented upon anywhere.
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Most patients were still on the pills 10 years after they started, which is frightening, as
around half of them would have developed tardive dyskinesia and because many, if not all,
would have developed permanent brain damage at this point.>®>

| asked Hegelstad about the causes of death and sent two reminders. She replied they
were preparing a manuscript with the information | asked for. But when their paper came
out, the number of deaths had changed and the information | needed wasn’t there. Two
months later, Bob Whitaker and | wrote to the editor of World Psychiatry, Professor Mario
Maij, asking for his help in getting a unique insight into why so many patients had died so
young in Hegelstad’s study, which would be “a great service to psychiatry, the patients, and
everyone else with an interest in this vitally important issue.”

We asked Maj to publish our short letter of 346 words and ensure a reply from the
investigators. In particular, we wanted to know why eight patients died from unspecified
physical illnesses. Eight days later, Maj replied that, “Unfortunately, although it is an inter-
esting piece, it does not compete successfully for one of the slots we have available in the
journal for letters.” Six years later, | got the same robotic rejection note when | submitted a
letter about another issue to Maj.>®

How dumb we were to think that mainstream psychiatrists have any interest in helping
young people survive by finding out what kills them. | appealed Maj’s decision:

“People | have talked to in several countries about deaths in young people with schizo-
phrenia - psychiatrists, forensic experts and patients - have all agreed that we desperately
need the kind of information we asked you to ensure we get from the very valuable cohort
of patients Melle et al. reported on in your journal. There is widespread and well-substan-
tiated suspicion that the reason we have not seen a detailed account of causes of death in
cohorts like the one in the TIPS study ... is that the psychiatrists prioritise protecting their
guild interests rather than protecting the patients. By declining to publish our letter and get
the data out that Melle et al. have in their files, you contribute to that suspicion ... There-
fore, we call on you to ensure these data get out in the open, for the benefit of the patients.
We believe it is your professional and ethical duty - both as a journal editor and as a doctor -
to make this happen. This is not a matter about the slots you have available in the journal for
letters. It is a matter of prioritization.”

We did not hear from Maj again. | have often wondered why it is fruitless to appeal to
psychiatrists’ inner moral compass. | guess many don’t have one and that this is why they
became psychiatrists, as they will not be held to account in this specialty.

There are exceptions. Psychiatry professor Merete Nordentoft was forthcoming when |
asked her about the causes of death for 33 patients after 10 years of follow-up in the OPUS
study of patients with a first-episode psychosis.”®’ | mentioned that suicides, accidents, and
sudden unexplained deaths could be drug related. Nordentoft sent a list of the deaths and
wrote that cardiac deaths were not on the list but that she had seen in the death certificates
that some patients had simply dropped dead, one of them while sitting in a chair.

| asked Hegelstad about the conflicting numbers of deaths and for details on the causes
of death but didn’t hear from her again.

TIPS was supported by grants from 15 funders, which included the Norwegian Research
Council, the NIMH, and three drug companies. | asked for detailed information on the
deaths, emphasising that funders have an ethical obligation to ensure that information of
great importance for public health, collected in a funded study, gets published.

The silence was daunting. Janssen-Cilag replied that they found the data published in
World Psychiatry fully satisfactory, and they and Eli Lilly encouraged us to contact the
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authors, which was absurd, as | had explained that the authors had refused to share their
data. Lundbeck did not reply.

In December 2017, the Norwegian Research Council published a new policy that left no
doubt that research data should be made accessible for other researchers, without delay.
But it took five months after | had written to the Council before | received a letter from
Ingrid Melle who had been asked by the Council to respond to me.

| was told | had misread a figure in the original paper where | counted 49 deaths, but the
figure was seriously misleading. Melle sent me a table, which wasn’t helpful either and her
email raised new questions. Why did 16 young people (6%) commit suicide in just 10 years?
And why was this vitally important information not explored by the researchers?

We cannot conclude it was their schizophrenia that led to suicide. What was totally
missing in the textbooks were the psychological harms psychiatrists inflict on their patients
by taking away their hope of becoming healthy again, e.g. by telling them their disease is
genetic, or can be seen in a brain scan, or is lifelong, or requires lifelong treatment with
psychosis pills, all of which were stated in the textbooks.>6®

Understandably, this increases the risk of suicide considerably. A Danish register study of
2,429 suicides showed a very marked dose-response relationship: The closer the contact
with psychiatric staff, the greater the risk of suicide.>®® Patients admitted to hospital would
of course be expected to be at greatest risk of suicide because they are more ill than others
(confounding by indication), but the findings were robust and most of the potential biases
favoured the null hypothesis of there being no relationship. An accompanying editorial
noted that it is entirely plausible that the stigma and trauma inherent in psychiatric treat-
ment — particularly if involuntary — might cause suicide.>”®

One textbook mentioned 10 risk factors for suicide, but admission to a psychiatric ward
was not among them even though this seems to be the greatest risk of all. It is no wonder
patients kill themselves when they are exposed to forced drugging, other forced treatments,
involuntary admissions, humiliation, stigmatisation, and loss of hope. Furthermore, when
psychiatrists take away the patients’ hope of one day living a normal life, why should they
then bother about having a healthy lifestyle? If life will never be worth living, why would
they then abstain from smoking and drinking?

There were eight deaths from “natural causes” in the TIPS study, but it is not natural for a
young person to die.

| wrote again to the Norwegian Research Council again, pointing out that Melle had told
me that full information existed on the causes of death. | requested to see this, in an anony-
mised format. | also noted that Melle had asked me: “Since you are writing with a Nordic
Cochrane Centre letterhead, I’'m curious if Cochrane has any plans for doing anything in this
area?” and said | did not understand the relevance of this question. Why would | not use the
letterhead for my own centre?

| heard no more. But Melle’s inappropriate comment about the letterhead seems to have
been part of a concerted effort aiming at removing me from my job as Cochrane centre
director.>’?

In my letter to the funders of the TIPS study where | explained they had an ethical
obligation to help us get the missing data, | noted that, “We are convinced that patients with
psychotic disorders agree with us (I am Protector for the Hearing Voices Network in
Denmark).”

One of the funders, the US Stanley Medical Research Institute, did not reply, but psychia-
trist Edwin Fuller Torrey, associate director of research at the institute, complained about me
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in two letters to the CEO of the Cochrane Collaboration, journalist Mark Wilson. Torrey is a
malicious character. Among other things, he wrote:

“The Cochrane Collaboration’s credibility rests upon the assumption of objectivity ... Such
objectivity appears to be very much in doubt for Dr. Peter C. Ggtzsche who identifies himself
as the Director of the Nordic Cochrane Center and as the Protector of the Hearing Voices
Network in Denmark. This organization promotes the belief that auditory hallucinations are
merely one end of a normal behavioral spectrum, thus casting doubt on whether schizo-
phrenia actually exists as a disease, and that hearing voices are caused by trauma in child-
hood, for which there is no solid evidence. Given such clear lack of objectivity, | personally
would not find any Cochrane publication on mental illness to be credible.”

Torrey also wrote that the Hearing Voices Network encourages people with schizophre-
nia to stop taking their medication, and that, “It is very difficult to imagine how anyone with
these views could possibly be objective regarding a Cochrane study of antipsychotics, thus
impugning your credibility which is your most important asset.”

This was bizarre and pure evil. How can my objectivity be “very much in doubt” when |
merely inquire about deaths and their causes? Furthermore, contrary to Torrey’s assertions,
there is solid evidence that psychosis is related to childhood traumas, with a clear dose-
response relationship.>’2

Torrey also drew the logically false conclusion that because | am protector of the Hearing
Voices Network, no Cochrane publication on mental illness is credible.

The Network sent me an email that | forwarded to the Cochrane leadership when | sug-
gested how they should respond to Torrey. The Network noted they were honoured that |
was their protector and that Torrey’s comments to Wilson bordered on the ridiculous when
he attempted to discredit the whole Cochrane Collaboration. They wanted Torrey to stop
using the Network as a platform to insult a respected professor along with the Cochrane Col-
laboration and suggested he apologised for his disrespectful remarks about voice hearers.

My criticism of the drug industry’s organised crime, psychiatric drug trials, and the
overuse of psychiatric drugs was never popular with Wilson who changed an idealistic
grassroots movement into a business with a focus on brand and sales, and he quickly started
bullying me after he had been employed. On this occasion, instead of dismissing Torrey’s
complaint, he wrote to me that | had broken Cochrane’s Spokesperson Policy by using my
centre’s letterhead and my title and that this would reasonably lead any reader to assume
that the request was from the Nordic Cochrane Centre and that the views expressed were
those of the centre.

Wilson wanted to apologise to Torrey for “any confusion in this regard.” Quite interesting,
that one bully wants to apologise to the other bully when the person between the bullies
has done nothing wrong.

The setup was ridiculous. Cochrane’s own lawyer didn’t find | had broken the Spokes-
person Policy,>”3 but such trifles don’t matter for bullies. Wilson invented a fake problem. It
was clear the request came from the centre and that | as Director was authorised to speak
on behalf of my centre. My views were even shared by my staff. Furthermore, my letter was
not a public announcement, but a letter to a funder. No one could become “confused.”

US lawyer Ryan Horath described the farce this way:>’* “Cochrane leaders became
obsessed about Ggtzsche using Nordic Cochrane letterhead to send this request. And a very
large number of people seem to agree with the board’s obsession ... JESUS CHRIST, WHAT IS
WRONG WITH YOU PEOPLE? A researcher is making inquiries about the suppression of
information regarding children who died in a clinical trial and everyone is worried about
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what letterhead it is written on? ... Even worse, it is clear the outrage over use of Cochrane
letterhead is feigned outrage, as this was a private letter. Was Fuller Torrey confused about
whether the letter represented Cochrane’s views? Apparently not ... Instead, Torrey argued
that Ggtzsche was not ‘objective’ and this damaged Cochrane’s reputation - something
totally different ... So, Cochrane leadership’s use of this complaint in its case was misleading.
The complaint is about one thing, and they used it as evidence of another (false allegation).
That is how kangaroo courts operate.”

Diagnosing psychiatry

Danish filmmaker Anahi Testa Pedersen made a film in 2017, Diagnosing Psychiatry, about
what | want to accomplish:>7>

| suggested this title because the film shows that psychiatry is like an illness that can infect
healthy people, which also happened for Anahi. She got the diagnosis schizotypy in 2009
when she became severely distressed over a difficult divorce. She jokes about the diagnosis
in the film, and it is obvious that she should never have had a psychiatric diagnosis or been
treated with drugs.

However, at Bispebjerg Hospital they gave her quetiapine (Seroquel), a psychosis pill, and
escitalopram (Lexapro), a depression pill. Anahi was deeply shocked to learn that although
she had voluntarily contacted the psychiatric ward, the doors were locked behind her.

When she questioned her diagnosis at discharge, she was told: “Here, we make diag-
noses!”>’® The drugs doped her and made her indifferent, and she withdrew from them.

Another shock came eight years later when she received a letter from Psychiatry in the
Capital Region. They wanted to examine her daughter believing that psychiatric disorders are
inherited. Understandably, Anahi became angry. The letter stigmatised both her and her
daughter who was well functioning, happy, healthy and had many friends. The summons
came without her being asked about her course after discharge, or her daughter’s situation
and well-being.
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Anahi phoned a psychiatrist at the department where she had stayed, but even though
her family doctor had assured her that she was well and doubted her diagnosis was correct,
she was told, when she asked for a re-examination: “The system doesn’t do that!”

She was left with a lifetime, yet erroneous, sentence. This wouldn’t have happened if she
had been wrongly sentenced for a crime, but in psychiatry, this is perfectly “normal.”

After many years of trying, she finally became de-diagnosed, in 2024, as the new diag-
nostic guidelines (ICD-11) allow this.

| had no idea what Anahi’s monster was supposed to be, so | looked it up on the Internet
and found a test for schizotypal personality disorder. The test was farcical and, as | have
explained,>”” many, perhaps most, psychiatrists would test positive! Moreover, the test may
lead to circular evidence. Healthy people might test positive when they have been treated
inhumanely by psychiatrists, including being forcefully treated with psychosis pills.

This diagnosis, and most other psychiatric diagnoses, should be discarded. We should
focus on the patients’ problems, and not on a diagnostic system that is arbitrary, unreliable,
and unscientific.>’®

Psychosocial interventions are much better than drugs

Ironically, patients with psychosis fare much better if they are not treated with so-called
antipsychotics.>”® Psychiatrist Loren Mosher wasn’t against using the drugs, but he opened a
12-room Soteria house in 1971, as he wanted to treat acutely psychotic people in a human-
istic way with empathy and caring. There were no locks on the doors, and the patients were
treated with respect. His staff were not mental health professionals but people who had
social skills and empathy and listened to the patients’ stories, which often revealed traumas
with abuse and extreme social failure.>®

Mosher paved the way for the Open Dialogue approach in Lappland. A comparison with
Stockholm shows the difference between an empathic approach and immediately forcing
drugs on patients with a first-episode psychosis.>8! The patients were closely comparable,
but in Stockholm, 93% were treated with psychosis pills against only 33% in Lappland, and
five years later, ongoing use was 75% versus 17%. After five years, 62% versus 19% were on
disability allowance or sick leave, and the use of hospital beds had also been much higher in
Stockholm, 110 versus 31 days, on average. It was not a randomised study, but the results
are so striking that it would be irresponsible to dismiss them, and many other studies sup-
port a non-drug approach to acute psychosis.>8?

The good results obtained by Mosher, also in a randomised trial, were very threatening
to other psychiatrists.”®3 His patients had fewer relapses and functioned better in society in
terms of holding a job and attending school than those on drugs. It was also offensive to
other psychiatrists to suggest that ordinary people could help crazy people more than psy-
chiatrists with their drugs.

Mosher was the chief of the Center for Studies of Schizophrenia at the NIMH, so it wasn’t
obvious how he could be stopped. The NIMH clinical project committee raised doubts about
the rigour of his research and reduced the funding so much that it was a kiss of death.
Mosher tried to get funding from another NIMH division and the review committee was very
enthusiastic. However, the clinical projects committee killed his project with derogatory
remarks about the study’s postulated “serious flaws” and said that further funding would
only come forward if Mosher stepped down so that the committee could redesign the
project with another investigator.
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This is one of the ugliest manoeuvres | have ever seen being used against a highly
respected investigator who was a treasure for the patients. Later, Mosher was kicked out of
the NIMH, and he bitterly said: “If we were getting outcomes this good, then | must not be
an honest scientist.” Others in America who questioned the merits of psychosis pills learned
quickly that this would not advance their career, and NIMH did not allot any more funds to
such heretic projects.>®

The organised denial is overwhelming, and it is still with us. In 2016, Jan Ivar Rgssberg,
professor and head of teaching in psychiatry at the University of Oslo, claimed in a news-
paper that drug-free treatment of psychosis lacks any support in science.*®> In 2017, he and
his colleagues claimed in the Norwegian Medical Journal that neuroleptics work for most
people; reduce mortality; and increase their functional capacity and quality of life. | implied
in both media that Rgssberg lied without saying this directly.>® In his reply, Rgssberg men-
tioned that | continued with my anti-psychiatric crusade.>®’

The chair of the Norwegian Psychiatric Association, Ulrik Fredrik Malt, claimed in a news-
paper that my statements that antipsychotics kill many patients and prevent them from
returning to normal life were false.>8 He opined the drugs can help some to return to a
relative normal life.

However, under the heading, Professors spread fear, half-truths and lies, a patient
organisation supported me and criticised Rgssberg and Malt for having very little respect for
the users.>® They noted it was a lie that most patients took antipsychotics voluntarily
because many were threatened that if they didn’t, force would be applied.

A systematic review showed that cognitive behavioural therapy for schizophrenia im-
proves clinical outcomes at no additional cost, and economic modelling suggested that it
might even result in cost savings because of fewer hospital admissions.>%®

Psychiatrists tend to ignore such information, but they found out recently that if they talk
more with their patients, there is less need for forced treatment. Merete Nordentoft con-
veyed this experience in a TV debate with me. | wondered why this was something psychia-
trists should discover. Shouldn’t they have known this all along?

Fortunately, there were many remarks in the textbooks about the positive effects of
family involvement, outreach, assertive community treatment on patient terms, multi-
disciplinary teams, cognitive behavioural therapy, and neurocognitive training.>®* The OPUS
study in Denmark and the AESOP study in England showed that over half of the patients no
longer had psychotic symptoms after 10 years, and studies showed a reduction in readmis-
sions, fewer hospital days, a halving of the risk of relapse, and an effect on psychotic symp-
toms, drug abuse, and even negative symptoms.

One book noted that supported employment made it three times more likely that the
patients would find work, with reference to a Cochrane review.>? The review noted that the
evidence was of very low quality, mainly because none of the 14 studies were blinded. It is
unfortunate when Cochrane researchers slavishly follow the Cochrane cookbook approach
and downgrade the results of psychosocial interventions because they cannot be blinded, as
they are so clearly superior to drugs. Moreover, the objective effects of family intervention,
psychoeducation and mindfulness in terms of employment and hospital admissions,>®3 can-
not be explained by bias caused by lack of blinding.>%

Another issue with Cochrane cooking is that Cochrane reviews are far too wordy. A
review of shared decision making included only two studies, but the authors wrote 45 pages
about them even if they could not conclude anything.>®®
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We need not study shared decision making in randomised trials. It is an ethical impera-
tive that we respect the patients and involve them in our decisions. This principle cannot be
suspended because the patients are psychotic, according to the United Nations Convention
on the Rights of Persons with Disabilities,>®® which has been ratified by virtually all countries
except the United States.

Lithium and antiepileptics

The hospital-based psychiatry in one of the Danish regions mentions on its homepage that
“Drugs for bipolar disorder - mood stabilising drugs - can prevent and cure depression,
mania and mixed conditions in most people.”>®” This is false. Psychiatric drugs have sympto-
matic effects. They cannot prevent or cure anything.

Lithium is a highly toxic metal used for bipolar psychosis. It sedates people and renders
them inactive, but psychiatrists praise the drug highly, saying it works and prevents suicide.

A Swedish psychiatrist in training, Joakim Borjesson, stayed with me for three months in
2017 to research this issue. Joakim is much brighter than the average psychiatrist, and he
considered leaving psychiatry after he realised, from reading books by Bob Whitaker and me,
that he had been totally fooled during his medical studies. He had been told that psychiatric
drugs were specifically targeted to work on a disorder’s biological origin, which he found so
fascinating that he decided to become a psychiatrist.

We excluded the cold turkey trials and were left with only four trials. There were three
suicides on placebo and none on lithium, and nine versus two deaths, but as half of all
deaths are missing in psychiatric drug trials, we did not draw any firm conclusions.>®® We do
not know if lithium helps because the trials had highly subjective outcomes and must have
been poorly blinded because of the pronounced adverse effects of lithium. This is not a drug
| would recommend to anyone.

By and large, the information on lithium in the textbooks was incorrect. One book, edited
by Poul Videbech, claimed that lithium has a prophylactic effect in schizoaffective disorders
and can dampen aggression,>® with no reference. However, a 2015 systematic review of 22
trials of lithium for schizophrenia found no reliable evidence that lithium works.®% | updated
the search in April 2022 by searching on lithium schizo* in the title field on PubMed and did
not find any additional trials.

One book claimed that lithium prevents suicidal behaviour in children,®! but there is no
evidence that this is correct. Three books claimed that lithium is neuroprotective, and two of
them that the drug prevents dementia, with no documentation for this wishful thinking.

Antiepileptic drugs are also used for bipolar psychosis, and a lot else. The psychiatrists have
justified this by calling them “mood stabilisers,” but never really defined what it means.
Their main effect is to suppress emotional responsiveness by numbing and sedating people,
or by stimulating them, and they double the risk of suicide.%?

How did drugs with such effects ever come to be described with the positive term “mood
stabiliser?” They don’t stabilise anything. They destroy people, e.g. one in 14 patients on
gabapentin (Neurontin) develops ataxia (see the package insert), which is a lack of voluntary
coordination of muscle movements. And the clinical trials are characterised by massive
fraud.®%3 | have often encountered patients who were on lamotrigine. Only two positive
trials were published for this drug, while seven large, negative trials were not.%%* But the FDA
regarded the others as failed trials and approved the failed drug.
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Another commonly used drug is pregabalin, which has the seductive trade name Lyrica.
There is nothing lyrical about becoming sedated or euphoric, and having your suicide risk
doubled.

The textbook Videbech edited claimed that some antiepileptics can be used for prophy-
laxis of bipolar.?% There were no references, but systematic reviews do not provide support
to this claim. Two books claimed that electroshocks are effective in 60—-80% of the patients,
which are meaningless statements, as there is no control group.

| would not recommend these drugs for psychiatric patients.
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6 Dementia

Let’s start with a little common sense. How likely is it that a drug will slow down degene-
rative processes in the brain? Very close to zero. How likely is it that the drug trials are
biased? About 100%. How likely is it then that the trivial effects measured on some rating
scale in drug trials that are not effectively blinded are real and important? About zero.

At a meeting at my hospital, a clinical pharmacologist acknowledged that the drug effect
is so small that it is irrelevant. However, he said the drugs could be tried anyhow because
some patients respond better than others. With this argument, we could use anything that
doesn’t work, even homoeopathy. | told him a little about statistical variation. If the trial is
repeated in the same patients, other patients will falsely seem to respond.

Imagine your old car is causing problems and your mechanic tells you that his fix doesn’t
work, but that he hopes it would work for your car. Why is it so difficult for doctors to realise
that the way they use drugs, they would never want their mechanic to copy?

Doctors ignore or don’t know that their clinical experience is greatly misleading. They
start patients on ineffective drugs and see how it goes. In contrast to cars, many patients
become better with time, and then they draw the false conclusion that the drug worked.

Drug authorities are just as unreasonable. Numerous package inserts recommend trying
a drug and see how it goes.

So, what about textbooks? Alas, they are all highly misleading.®%® All the claims about
positive drugs effects were wrong, and there wasn’t a single reference to placebo-controlled
trials or meta-analyses. The books spoke of miraculous effects: acetylcholinesterase inhibi-
tors can improve cognitive functions, apathy, hallucinations, delusions, other neuropsychia-
tric and psychological symptoms; can inhibit the progression of the disease for months to a
few years; can reduce the decline in functional level and behaviour; and can lead to a
resumption of earlier activities.

In 2022, journalists wrote in a newspaper that drugs "can slow down the development of
dementia for up to a few years in many people." | was allowed to rebut this.?%” They were
obviously lied to by the professionals they interviewed.

A 2006 Cochrane review of donepezil, galantamine and rivastigmine, didn’t pay any
attention to the bias problem and concluded that the cholinesterase inhibitors are effica-
cious.?% However, the improvement in cognitive function was 2.7 points, in the midrange of
a 70-point scale, and less than the 4 points the FDA considers the minimally clinically rele-
vant change.?® The author wrote that “donepezil appears to have no serious or common
side effects,” which is so egregiously false that Pfizer would hardly have dared claim it in
their ads for the drug.

The harms are both common and serious, which the author demonstrated herself, as
29% of the patients dropped out when on drug, compared to only 18% on placebo. The
most common harms listed in the package insert are nausea, diarrhoea, insomnia, vomiting,
muscle cramps, fatigue, and anorexia,®'° not exactly what we would want for an old person
who might already have some of these problems.

The list of frequent harms is very long. Hypotension and syncope occurs in over 1% and
when old people fall and break their hip, about 20% will die within a year. A Canadian study
showed that people who took dementia drugs almost doubled their risk of hospital admis-
sion, and they broke their hips and had pacemakers inserted more often.! Amazingly, more
than half the patients who were admitted to hospital with a pulse that was too low were
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treated with the same type of drug after discharge. Yet another proof that doctors cannot
handle psychotropic drugs safely.

A 2014 study of 5,406 nursing home residents in the USA with advanced dementia found
that one third received cholinesterase inhibitors and one fourth memantine, another
dementia drug.!?

No benefits for society have been found,®?® which is interesting as we so often hear
about the economic burden of dementia and how important it is to intervene with drugs,
particularly from politicians when general elections come close.

A long-term trial of 565 patients with Alzheimer’s disease that compared donepezil with
placebo found no meaningful effects, and the authors concluded that the drug isn’t cost-
effective, with benefits below minimally relevant thresholds.*

In contrast to the other trials, this trial was publicly funded. It was excluded from the
Cochrane review with the invalid excuses that two dose groups were not reported separately
and that “Complex design and high numbers of dropouts made analysis and interpretation
difficult.” As it was a long-term trial, a high drop-out rate was expected. The outcome after
three years was similar on drug and placebo for institutionalisation, progression of disability,
and behavioural and psychological symptoms.

Extremely few trials in psychiatry run for years but such trials are exactly those we need
instead of the thousands of pretty useless short-term trials we have.

Six years after the trial was published, Pfizer’s TV commercials for Aricept implied that
the patients’ cognitive and daily functioning, attention, focus, orientation, communication,
social interaction and engagement will be restored to normal; “Don’t wait, talk to your
doctor about Aricept.”8% | would say, “Don’t wait, talk to your lawyer about Pfizer”” The FDA
told the company that - with its huge lies - it had broken the law.

You should not talk to your doctor because, as the textbooks so clearly showed, your
doctor is highly likely to mislead and harm you.

Three critical comments were published with the 2006 Cochrane review, including mine.
Unfortunately, contrary to good scientific practice, they are undated. The author apologised
for an error, which she said would be corrected in the next version, and she replied to me
that another error had “also now been corrected.” It was not corrected. In 2015, | was told
that “An update of the review ... is in preparation.” The review has not been updated. It
stands as a gravestone over Cochrane, once a magnificent organisation, today in free fall 616

Other Cochrane reviews of dementia drugs are not encouraging either, e.g. one in
vascular dementia concluded that donepezil and galantamine have a small effect on cog-
nition that is unlikely to be clinically important.®’

Demented people are often treated with psychosis pills, not because they are helpful but
because they make the patients less disturbing. However, two doctors who work with these
patients claimed in a textbook that neuroleptics have a documented effect in dementia. This
demonstrated once again a general issue: Clinicians are carried away by their “clinical experi-
ence.” A chapter about psychopharmacology in the same book advised against neuroleptics
due to the lack of evidence for an effect on dementia, increased sensitivity to harms, and an
increased risk of stroke.

As it cannot possibly be true that psychosis drugs work for dementia, | searched for trials
that claimed to have found this, but | didn’t find any. | found a trial of olanzapine,®8 but it
was about calming down disturbing Alzheimer patients with a major tranquilliser. The
patients became somnolent and developed gait disturbances.
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It is futile to search for drugs that work for dementia. It is the other way around. Likely all
psychotropic drugs can cause brain damage, and a hallmark of this is impaired cognitive
function.®'® The Framingham Heart Study found that use of depression pills increased the
risk of developing dementia by about 50%,%2° and benzodiazepines seem to double the risk
of dementia.??!

We should avoid drugging demented people and care for them instead. A systematic
review of trials of agitated demented people showed large effects of care, e.g. communica-
tion skills training, activities, music, touch, massage and talking to people.%??

Maybe we have too many doctors in the western world. | have not met a single geria-
trician who didn’t use dementia drugs. Prescribing drugs provides doctors with prestige,
authority, and a meaning, and once started, it gives them something to talk about with the
patients or their relatives. Like children, doctors cannot keep their fingers away from dan-
gerous toys, which is why we should take all the ineffective and dangerous psychiatric drugs
off the market.

So-called “State of the Art” articles in medical journals are - despite their pompous name
- some of the most misleading articles we have, and dementia is no exception. In such an
article, Peter Hggh, from a Regional Knowledge Centre for Dementia, wrote that it has been
shown in several Cochrane reviews that acetylcholinesterase inhibitors are effective in
Alzheimer’s. He also claimed that the drugs have an effect on cognition, activities of daily
living, and neuropsychiatric symptoms, and that the loss of function is postponed for a
minimum of 6—12 months. | explained in our medical journal that none of this is correct.??3

There is no good reason to use drugs against dementia but many good reasons not to use
them.624
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7 Electroshock

Electroshock, also called electroconvulsive therapy (ECT), “works” by damaging the brain.®?
Psychiatrists observed right from the beginning that patients lost their memories, which are
what defines us as humans, and made people confused. It took weeks for them to recover,
and they often remained fatigued, intellectually impaired and disoriented, and acted in
submissive, helpless ways.

The “effect” rather quickly dissipated, and the illness returned. The shocks should there-
fore have been abandoned, but instead, a perverse idea was invented: repeating the shocks
numerous times.

Psychiatrists’ skills in turning the facts upside down to sustain their harmful practices are
second to none. They describe these effects as positive. It is worth remembering that they
also described lobotomy and the many other barbaric treatments they used in the past in
positive terms.

Some psychiatrists did not delude themselves. They reported that electroshock produced
similar changes in the brain as physical trauma, with haemorrhages, both in animals and
people, particularly in the cortex, which in some cases led to permanent impairment of
learning capacity, perception of reality, inventiveness, intuition and imagination.®2®

The descriptions of ECT in the textbooks | read were seriously dishonest. Three books
noted that ECT stimulates the formation of new neurons in the brain and presented this as
something positive. They forgot to say that the brain reacts to brain damage by producing
new neurons, even though it had been shown already in the 1940s that ECT causes brain
damage with necrosis in the brain in autopsy studies.®?”

Unfortunately, it is common in psychiatry to praise a harmful effect as if it were bene-
ficial. There were no references in the textbooks and two of them were mendacious, as they
claimed it has not been possible to detect brain damage.

Electroshock was highly praised in the textbooks, particularly for treatment resistant
depression, and the denial of its harms was astounding.®?® Several authors ignored what the
patients told them and claimed that it was difficult to know if the memory loss was caused
by ECT or their disease, which is the standard script for psychiatrists: Blame the victim, not
the treatments. In addition, the memory loss was trivialised. For example, one textbook
noted that some studies suggest a slight memory loss a year after ECT whereas other studies
do not. Another textbook claimed that prolonged experiences of “inconveniences” are
extremely rare, and other books downgraded this even more by calling the inconveniences
“subjective” as if they didn’t exist at all.

The truth is that memory problems have been verified in numerous studies and that they
are serious. ECT causes memory loss in most patients, permanent memory loss in some, and
kills some of the patients.®?° Reports by patients of memory loss are about retrograde
amnesia (forgetting things that happened in the past), and they are damning. With a strict
definition of memory loss, between 29% and 55% of the patients are affected. With looser
criteria, the range goes from 51% to 79%.53°

Many psychiatrists believe ECT can be lifesaving, but there are no reliable data in support
of this,?3! whereas we know for sure that ECT can be deadly. A systematic review found a
death rate of about 1 per 1000,%32 which is 10 times higher than what the American Psychia-
tric Association says. In April 2024, | interviewed the first author of this review, psychology
professor John Read, for our Broken Medical Science podcast. John told me that, as a young
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man, he witnessed a patient being killed by ECT on the table and that the death was covered
up subsequently. This spurred his interest in ECT.

When | lectured in Brisbane in 2015, a woman told me that the psychiatrists killed her
son with ECT, but they resuscitated him. When he woke up, he had severe burns and the
next two to three months he couldn’t say anything people could understand. He is perma-
nently brain damaged and his social skills are very poor; he cannot live on his own.

One textbook noted that ECT is extremely effective against severe depression, which agrees
poorly with the information in the same book that, usually, 8—16 shocks are given. The book
also claimed that ECT can be lifesaving and that 80% of patients with affective disorders
respond to ECT, which is a meaningless statement, as there was no control group (and no
reference either).

Systematic reviews have failed to find benefits beyond the treatment period, both for
depression and schizophrenia.?3® As all sham ECT trials are grossly flawed,®3* it was not
impressive that a 2003 review found that ECT was more effective than sham ECT for
depression, effect size 0.91, corresponding to a Hamilton score difference of 10.%3° This was
a short-term effect; the quality of the trials was poor; most trials were small; the trials rarely
used outcomes relevant for clinical practice; and the data suggested that ECT caused cortical
atrophy in the brain. The authors advised that the trade-off between making ECT optimally
effective in terms of amelioration of depressive symptoms and limiting the cognitive impair-
ment should be considered. They should have said that it is uncertain if ECT for depression
does more good than harm. There is no Cochrane review of ECT for depression, but a proto-
col was published in January 2022 by some of my former employees.53¢

For schizophrenia, a 2005 Cochrane review reported that more people improved on ECT
than on placebo or sham ECT, risk ratio 0.76. However, this result is not reliable.?3” It was
barely statistically significant; the trials were small and the larger the trial, the smaller the
effect; and the authors accepted trials where up to 50% of the patients were lost to follow-
up. Using the Brief Psychiatric Rating Scale, ECT was better than sham ECT, but there were
only 52 patients in the analysis, and the difference was only 6 on a scale that goes to 126.
This cannot be a clinically relevant effect, and ECT was considerably less effective than
psychosis pills, which we know don’t work.

In 2003, the UK Royal College of Psychiatrists’ fact sheet stated that more than 80% of
depressed patients respond well to ECT.®8 It is nauseating that so often psychiatrists use
data without a control group, which is how quacks argue. The fact sheet also claimed that
the memory loss is not clinically important, but the patients disagreed, and the lowest satis-
faction levels were obtained in studies led by patients rather than by psychiatrists.

Let’s use a little irony here: The memory loss for the psychiatrists is substantial and
clinically important for their patients. If we want to know the truth about ECT and psychiatric
drugs, we should listen to the patients and not to the psychiatrists. A Danish patient couldn’t
even remember the name of the Danish capital, after she was electroshocked.®3° She was
permanently brain damaged by ECT but was told it was her “disease” and not the shocks.
Moreover, she should never have received ECT. Her problem was that she had been sexually
abused as a child. She didn’t have any psychiatric disorder.

It is dishonest to say, as the psychiatrists who authored a Cochrane review of depressed
elderly did,®*° that, “Currently there is no evidence to suggest that ECT causes any kind of
brain damage, although temporary cognitive impairment is frequently reported” and that
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“ECT seems to be a safe procedure.” Allow me to ask: If the cognitive impairment was not
caused by ECT induced brain damage, what caused it?

The 2010 official guidance for general practitioners in Denmark on depression stated
that, “Many have an unfounded fear of ECT treatment, although there is no evidence that
the treatment causes brain damage; in fact, there is strong evidence that new nerve cells are
formed in response to treatment.”®4!

ECT in clinical practice is far worse than the results in carefully conducted randomised
trials suggest. Repeated audits by the Royal College of Psychiatrists showed that many
hospital trusts failed to adhere to the college’s standards; one audit found that only a third
of ECT clinics met the standards; and there are huge variations in clinical practice and in
rates of usage.®*? In Denmark, forced treatment with ECT has quadrupled in just seven years
in the 1990s. This is despite the fact that it is immensely unpleasant; it is frightening to
patients; it often elicits colossal bitterness and anger; and it is perceived by patients as a
serious breach of trust.®43

| have heard many stories about miraculous effect and grateful patients. | was once asked
at a meeting what my view was about a woman who was so depressed that she could hardly
be contacted but asked for a glass of water after an electroshock. | said that since this was
an anecdote, | would reply with another anecdote. | examined a newly admitted man, an
unconscious alcoholic, and as | needed to rule out meningitis, | tried to insert a needle in his
back to tap cerebrospinal fluid for microscopy and culture. It was very difficult to get in and |
hit his bone several times. All of a sudden, the drunkard exclaimed loudly: “Bloody hell, stop
stinging me in the back!” Had | caused a miracle with my needle and cured the guy? No. Odd
things happen all the time in healthcare. Could | have woken up the deeply depressed
woman with my needle? Who knows?

There is a very moving documentary about Mette Askov, a Danish nurse who had heard
voices since she was 8 years old and lost 15 years of her life to psychiatry.®4* She was diag-
nosed with paranoid schizophrenia and received vast amounts of medicine, 150 electro-
shocks and a disability living allowance. She was stigmatised and surrounded by prejudice
but after she left psychiatry and reclaimed her life, she achieved some of her greatest goals.
Her story illustrates so well what the psychiatrists’ abuse of forced treatments can lead to.
Even when they clearly don’t work, psychiatrists continue using them.

Some psychiatrists | have met have never used electroshock and some countries don’t
use it at all, e.g. Slovenia. This barbaric treatment should be made illegal, just as lobotomies
were. At the very least, no one should be forced to get ECT against their will.
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8 Psychosocial interventions

Psychosocial interventions, which include psychotherapy, should be the treatment of choice
in helping patients suffering from mental health issues. Just taking an interest in the patients
and their family, can be more important than anything else. The process can change the way
people view themselves, their surroundings, their past and their future, and how they inter-
act with other people.

Psychiatric drugs change the brain. They create an artificial third state - an unknown
territory - that is neither normal nor the malfunctioning state the patient came from.®*> This
is problematic because you cannot go from the chemically induced third state back to
normal unless you taper off the drugs, and even then, it will not always be possible, as the
drugs might have caused irreversible brain damage.

| would not advocate combination therapy. Doing effective psychotherapy can be difficult
when the patients’ brains are influenced by psychoactive substances, which may render
them unable to think clearly or to evaluate themselves. The lack of insight into feelings,
thoughts and behaviours is called medication spellbinding.®* It causes the patients to
underestimate the harms of the drugs and to overestimate their benefits.

Studies with long-term follow-up show that psychotherapy has an enduring effect that
outperforms drug therapy.®*” And a huge network meta-analysis (81 trials and 13,722
patients),®*8 found that pills do not add anything to the effect of psychotherapy in patients
with depression.

But the authors drew highly misleading conclusions.®4° They tried to defend the
prevailing belief among psychiatrists that depression pills are good for people. They even
implied, despite their negative findings, that a combination of pills and psychotherapy has
merit and failed to inform their readers that pill treatment can be fatal. As noted in the
chapter on depression, depression pills double the risk of suicide®® whereas psychotherapy
halves this risk.®>?

Treatment outcomes depend more on the quality of the therapeutic alliance between
the physician and the patient than on whether the treatment being used is psychotherapy or
pharmacotherapy.?>2 The more in agreement the physician and the patient are about what is
important, the better the outcomes for positive affect, reduced anxiety and social relation-
ships.t>3

| have met psychiatrists in several countries that don’t use psychiatric drugs or electro-
shock. Many of them treat even severely disturbed patients with empathy, psychotherapy,
and patience.®>*

Physical and emotional pain are similar. We need physical pain to avoid danger, and we
need emotional pain to guide us in life. Asa Nilsonne, Swedish professor of psychiatry at
Karolinska Institutet, doesn’t use drugs. She argues that non-drug treatment allows patients
to learn something important through the process of healing that can boost their self-con-
fidence and be useful if they get in trouble again.®®> She has also noted that doctors may
think they need not engage themselves as much when a patient is taking drugs, as they
believe the drug will do the work for them. When my first book about psychiatry had been
translated into Swedish, my publisher arranged two public meetings in Stockholm in 2016
where Asa was chair. They were very well attended. There were a few very aggressive
psychiatrists in the audience who lost the debate. They failed to challenge the arguments
presented in my book and they presented the usual arguments in favour of using psychiatric
drugs - including that they protect against suicide - that | had debunked in the book.
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The first meeting was announced with these statements: The way we use psychiatric
drugs does much more harm than good; in the USA and Europe, psychiatric drugs are the
third leading cause of death; their use should be reduced by 98%;%°¢ biological psychiatry,
which prescribes drugs against almost any mental health issue, is a disastrous failure.

Most problems patients face are caused by maladaptive emotion regulation, and
psychiatric drugs make matters worse, as their effects constitute maladaptive emotion
regulation. In contrast, psychotherapy aims at teaching patients to handle their feelings,
thoughts and behaviour in better ways, which is adaptive emotion regulation. It may
permanently change patients for the better and make them stronger when facing life’s
challenges.

I shall not go into detail about psychotherapy. There are many schools and methods, and
what is most important is that the therapist is a good listener and meets the patient where
that person is, as Danish philosopher Sgren Kierkegaard advised us to do two centuries ago.

Psychotherapy is the best intervention we have, and | have explained elsewhere®’ that it
is useful for most psychiatric disorders, also psychoses. It doesn’t work for everyone, but like
in other areas of healthcare, we need to accept that some people cannot be helped no
matter what we do. For example, it doesn’t always work out if the patients try another
therapist.

In the late 1970s, psychiatry in the USA was worried about its survival; the public viewed
its therapies as having low efficacy; and sales of psychiatric drugs were in decline.®%8
Unfortunately, the psychiatrists have won the battle with the psychologists. Psychiatry
rebranded itself with the diagnosis manual DSM-IIl in 1980 and invented a lot of dubious
mental disorders with arbitrary criteria along the line:

Find five faults with a patient out of nine and you have a diagnosis. Psychiatrists began
giving the public the impression that these constructs were real diseases, just like diabetes
and cancer, and that the drugs they prescribed for these alleged diseases corrected a
chemical imbalance, in the same way that insulin does in diabetes.

The psychiatric textbooks showed that psychiatrists have absolute power over everything
in mental health, and that psychologists and other professionals were left to the sidelines.
There wasn’t much mention of an independent role of psychologists. Psychotherapy was
often listed as an option, but almost always in a context that also involved drugs, and it was
implicitly understood that psychotherapy was the responsibility of psychiatrists.

When psychologists were mentioned, their role was limited to administering psycholo-
gical tests, including projective personality tests such as the Rorschach test, which involves
showing the patients a series of inkblots and asking them to explain what they see in those
figures.

Oddly, this display of power was particularly clear in the textbook about child and
adolescent psychiatry,®>° even though psychotherapy and other psychosocial interventions
have a stronger standing in children than in adults.

What would be important in the treatment of children, is to assist and to support them
learning essential social and emotional skills that improve their ability to adjust to their
surroundings (see Kids’Skills, in Chapter 4 on ADHD).

But all the editors of this textbook were psychiatrists, and they protected their guild
carefully. There was nothing about how psychologists could help children, and the advice
contained a pleonasm: If a person has a mental disorder, there is psychopathology sug-
gesting a psychiatrist is needed, but it is just another name for the same thing.
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It was disappointing that most psychologists agreed with the view of psychiatrists, and
that they were sometimes even more radical and uncritical than them, e.g. in their praise of
what brain imaging studies can tell us about psychiatric disorders and of drugs. Perhaps the
reason is that, in a radicalised group, newcomers tend to be even more radical than their
leaders to become accepted as their equals. Fringe groups therefore tend to become more
radical with time. Furthermore, often supported by their scientific associations, some
psychologists want to get permission to prescribe drugs. They will not succeed if they are
seen as critics of mainstream psychiatry.

The textbook, Clinical neuropsychology, which has three psychologists as editors, illu-
strates this.®®° Three pages describe imaging studies in depression, with many references,
which conveys the false message to the students that we know a lot about the brain, based
on reliable studies. The truth is that we know next to nothing.%%?

The textbooks recommended psychotherapy for mild or moderate depression whereas
severe depression was to be treated with pills and electroshock.®®? This is a familiar, yet
absurd, theme. The worse the disease, the more the patients shall be harmed by harmful
treatments. One book focused totally on pills, for all severities of depression, and psycho-
therapy was only a means aimed at keeping the patients on pills!

The disrespect for patients was enormous. When laypeople were asked what sort of
treatment they would prefer, six times as many people preferred psychotherapy for pills,®63
but a 2002 survey of US child and adolescent psychiatrists showed that only 9% of the
patients receive psychotherapy without pills.?%4 A US psychiatrist said: “When | trained back
in the 80s, we got 50 percent psychotherapy training and 50 percent biologic medication
training. Today, the average psychiatric resident gets zero psychotherapy training. So, all they
have to offer is a pill.”®> In Sweden, the Board of Health recommends that all adults with
mild to moderately severe depression are offered psychotherapy, but only 1% get it.56®

A textbook claimed that the preventative effect of drugs is better than psychotherapy,
but this is false and was contradicted by another book noting that the effect of psycho-
therapy lasts longer than that for drugs.

Nonetheless, one book claimed that the effect of the combining a drug with psycho-
therapy was larger than those of drug or psychotherapy alone in chronic depression. This
statement is meaningless. What is chronic depression and why would a combination work
for chronic depression when it does not work for depression?

Two books stated that psychoeducation may halve the risk of new depressions or manias
in bipolar patients and reduce hospital admissions but added that this was probably because
of better treatment compliance with drugs. The reference to this claim was a randomised
trial of psychoeducation,®®” which showed the claim was false: “Compared with control
patients, psychoeducated patients had higher lithium levels at the 2-year follow-up, which
may suggest an effect of psychoeducation on pharmacotherapy adherence.” This speculation
was ridiculous, and the lithium levels were about the same, 0.76 vs 0.68 mEq/L.

A chapter on psychotherapy written by professor of psychology Nicole Rosenberg was
unusually well documented. She wrote that cognitive behavioural therapy has a small effect
in schizophrenia; is effective against depression, also in preventing relapse and in getting
people back to work; and works for anxiety, with large effects for generalised anxiety, social
phobia, and post-traumatic stress disorder (PTSD).668

That psychotherapy can get depressed people to return to work is a very important piece
of information. Depression pills have the opposite effect. The rate of disability pensions
follows the usage rates for depression pills.%?
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Psychiatry is a perverse trade. It doesn’t help the patients as they want to be helped and
would best be helped but helps itself, at great cost for society. One book noted that psycho-
therapy was cost-effective compared to drugs in many cases. Yes, but not only in many
cases. Psychotherapy is more cost-effective.t”°

In 2022, at a PhD defence in Copenhagen,®’! one of the examiners, psychologist Ole Jakob
Storebg, made a lot out of saying that psychotherapy wasn’t better than drugs for depres-
sion. When | was allowed to comment after the defence was over, | noted that it is not
appropriate to refer to short-term results recorded on the Hamilton rating scale. It ignores
that psychotherapy does not cause withdrawal symptoms and does not destroy people’s sex
lives; that pills cannot teach patients anything in contrast to psychotherapy; and that pills
double the risk of suicide whereas psychotherapy halves this risk.

When my oldest daughter, psychologist Pernille Krogh Ggtzsche, and | wanted to study
the effect of psychotherapy on suicide prevention, we focused on cognitive behavioural
therapy because most trials had used this method. We found that psychotherapy halves the
risk of a new suicide attempt in people acutely admitted after a suicide attempt.®72

Storebg didn’t reply, but the other examiner, a psychiatrist, noted that psychotherapy
doesn’t always work and when the patients come to him, they have already tried it in vain.
Maybe so, but this cannot justify using pills that don’t have clinically relevant effects and
double the risk of suicide.

So, what do psychiatrists recommend when there is a suicide risk? As you have already
seen in the chapter on depression, in the insane world of psychiatry, they recommend
depression pills. A textbook even claimed, with no references, that the preventative effect of
psychotherapy is not so pronounced as that of drugs!®’3

Psychiatry is a specialty in ruins that leaves many dead patients behind while its practi-
tioners tout great progress all the time. The psychiatrists are totally absorbed in the drug
focused paradigm. In 2015, | participated in a panel at a conference with hundreds of
patients in the auditorium. After | had advocated for psychotherapy instead of drugs, also for
patients with schizophrenia, the psychiatrist on the panel, Professor Merete Nordentoft, a
specialist in schizophrenia, remarked that drugs could not always stand alone. | turned the
argument around and said that everyone should get psychotherapy and that this could not
always stand alone. The audience applauded my remark. Many patients hate psychosis pills
but are forced to take them.

With her permission, | shall tell the story of a young psychiatrist, Maria Grazia Turri. After
having experienced the benefits of involving the family, she set up a Systemic Assessment
Clinic (SAC) with another psychiatrist where they asked referred patients to bring along
anyone, they felt was significant to their lives.®”* This made it easier for them to find out
what the patients’ problems were, and the patients and carers were highly satisfied with the
process.

However, their many attempts at getting support or endorsement of the SAC from the
local NHS Trust failed. They were told it was not evidence-based and were encouraged to
apply for a grant. They pulled together a team of eight experts and used a year to write a 56-
page grant application, which was rejected.

They then compared the outcomes for 22 SAC patients with 22 similar patients assessed
in a standard fashion during the same period. Only one patient was re-referred in the SAC
group versus nine in the control group for three years. Engaging people in meaningful
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conversations made it possible to develop a purposeful recovery-oriented plan while the
standard approach tended to make the patients chronically ill.

Turri sent a paper to the Bulletin, published by the Royal College of Psychiatrists, in 2016,
which was rejected without peer review. She appealed, and a member of the editorial board
enthusiastically replied that the paper should be sent for peer review. The reviewers were
positive and suggested some revisions. She resubmitted and was told by the reviewers that
her paper could now be published. However, the editor refused to accept it. He said he
didn’t believe the validity of the data, which is an appalling poor excuse for rejecting an
important paper.

Turri then contacted the President of the Royal College of Psychiatrists who replied that
the editor’s opinion should be upheld and advised her not to waste any more time and
energy on the matter.

Turri’s view is that most of the evidence in psychiatric research has been built on quick-
sand. Indeed, but unfortunately, her story is typical. The psychiatric paradigm is so harmful
for the patients that leading psychiatrists need to protect their specialty by censoring
unwelcome data. It took five years after the first submission before Turri’s study got
published.®”>
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9 Forced treatment: a licence to kill

Only one of the five Danish textbooks said anything substantial about this important issue.®7
It argued that randomised trials are not possible for ethical reasons. This is not correct. As it
is doubtful if force does more good than harm, it is ethically acceptable to do trials.

The book noted that the patients’ aggression can be a reaction to conflicts with the staff,
and that a study had pointed out that increased patient autonomy can reduce violent
behaviour and the use of coercion.

This respect for the patients lasted only one page. Next, we were advised that not using
psychotropic drugs for patients who are agitated, aggressive, or violent should only occur
exceptionally, and the authors suggested using drugs against psychosis, depression, and
anxiety, as well as antiepileptics and ECT. This “carpet bombing” with psychiatric treatments
is a licence to kill or may turn patients into zombies. The book’s argument that mentally ill
people may lack the ability to consent or give reasonably informed consent has been
rejected by the United Nations Convention on the Rights of Persons with Disabilities. It is
unethical to subject patients to forced treatment.®”’

The authors mentioned that benzodiazepines, amphetamines, anabolic steroids, and
testosterone can cause motor restlessness and increase aggression. It is inexcusable that
they did not mention that depression pills, methylphenidate, and psychosis pills can also
cause such symptoms, nor did they mention akathisia.

There needs to be a power balance in human relations, but involuntarily admitted
patients are powerless and fear nothing more than forced treatment. This is a recipe for
disaster. Some psychiatrists have even electroshocked patients they disliked, and doctors
have regularly prescribed electroshocks for patients who were aggressive, restless, noisy,
quarrelsome, and obstinate.578

The laws about forced treatment are problematic. In many countries, a person
considered insane, or in a similar condition, can be involuntarily admitted if the prospect of
cure or substantial improvement of the condition would otherwise be significantly impaired.

It is a delusion that drugs and ECT can achieve cure or substantial improvement, and this
clause should be removed from the law in all nations, as its premise is false.

The other reason for using force is if the patients present a substantial danger to them-
selves or others. This argument is also invalid. Psychiatric drugs can cause suicide and
violence; they cannot protect against violence unless the patients are drugged into a
zombie-like state.®”® If people are dangerous, it is a matter for the police, which is the
practice in Iceland.

Psychiatrists usually say that it would be impossible to practice safely without having the
option of forced drugging, restraints with belts and straps, and seclusion. This is also false.
Studies have shown that, with adequate leadership and training of staff in de-escalation
techniques, it is possible to practice psychiatry without using force.®8°

Rare cases like forced feeding for life-threatening anorexia are already covered by other
laws. And severe cases of mania, such as where the patient is busily spending his entire
wealth, can be handled by an emergency clause that removes his financial decision-making
rights. Furthermore, a few difficult cases cannot justify that massive harm - including many
deaths - is inflicted on all the other patients, which, in addition, makes it difficult to recruit
good people to psychiatry. Coercion destroys the patient’s trust in the staff, which is so
important for healing and for the working environment.
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Some patients have learnt to avoid mentioning certain things to their psychiatrist
because it may lead to additional diagnoses and more medication. This is not a healthy
therapeutic relationship. It reminds us of the living conditions in the concentration camps
where it was important never to provoke the guards, which could be deadly.®® When the
Polish Medical Association held their first meeting about medical experiments in the camps
in Krakow in 2018, they invited me to participate. | talked to a woman who miraculously
survived the experiments in Ravensbriick, and to one of Oscar Schindler’s girls. A tour was
arranged to Auschwitz-Birkenau, which | also visited in 1981. These are experiences you
never forget, and the atrocities should never be forgotten.

If a patient says anything about having the dose reduced, she might have it increased, or
might get an additional drug, with the argument that she lacks insight into her disease.
Many of the about one thousand emails | have received from patients and relatives describe
this catch-22 situation. | fully understand why some patients say they would rather be in
prison than in a psychiatric ward. What you say or do can be used against you in both cases,
but in psychiatry, the punishment can be injections of killer drugs you cannot spit out.

A colleague told me that the difference between a psychiatrist and a terrorist is that you
can negotiate with a terrorist. A patient said that she likened forced treatment to rape and
that there cannot be good rapes. She was raped by a man in her family when she was only
nine years old and became terrified when the staff subjected her to forced treatment.

Many deeply unhappy patients have told me that they have been threatened that their
sick pay or other social benefits could be taken away if they refused to take the prescribed
psychotropic drugs.®®? In Denmark, this is illegal.

As for all healthcare interventions, the overriding question is whether forced treatment
does more good than harm. | have no doubt it is very harmful. Mechanical restraint and ECT
can be fatal; and, as explained earlier, psychiatric drugs and contact with a psychiatric ward,
which often involves force, kill an enormous amount of people. It is therefore misleading
when psychiatrists say that, were it not for the forced treatment, the patient might have
died. Forced treatment kills.

One of psychiatry’s unfortunate fads is community treatment orders (assisted out-patient
treatment), which make outpatient treatment compulsory. A Cochrane review didn’t find
any benefits, compared with voluntary care or brief supervised discharge.®® In clinical
practice, this initiative has also failed. After the UK had introduced it, hospital admissions
increased,®®* with some areas discharging 45% of the patients with treatment orders, and
others none at all.

The UK mental health charity, Mind, has expressed serious concerns.®®®> The orders mean
that many people who do not wish to take drugs for the rest of their lives are no longer able
to make that decision. There is no escape from this catch-22 situation. If the patient remains
well, this is taken to mean that the drugs are working, and if not, forced drugging is often
increased, causing even more misery and more deaths. Many people consulted by Mind felt
the professionals acted as “Mental Health Act police officers.”

If you have been a cop and used force, it can be difficult to change that role into one as a
healer and advocate for the patient. This is why psychiatrists should not act as the police.
Another reason is that violence breeds violence.

When | lectured in Australia in 2015, | was told that only 3—5% of the patients come off
treatment orders. | met with a doctor who had been intermittently under such an order for
20 years. He gave me a copy of an evaluation by a psychiatrist who deemed him without
insight because he had alerted the community to the brain-damaging effect of psychosis
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drugs! Another person | met was a psychiatrist considered insane by her colleagues. She also
spoke out about psychiatric drug harms. They tried to have her involuntarily confined to
hospital but failed.

Lawyer Jim Gottstein convinced the Alaska Supreme Court in 2003 to rule that the
government cannot drug someone against their will without first proving by clear and
convincing evidence that it is in their best interests and that there is no less intrusive
alternative available. Jim used scientific data to prove that it was not beneficial to treat
patients forcefully.68¢

Since forced treatment is not evidence-based but culture-based, it is no surprise that
practices vary enormously between countries. Involuntary hospital admissions in Europe
range from 12 per 100,000 in Italy to 233 per 100,000 in Finland.®®” In Austria, mechanical
restraint is used 45 times more often than in Holland, where forced drugging is also used
very little 588

People who argue for forced treatment and involuntary detention should read the book,
Dear Luise,?® which | have summarised in another book.®° It was written by Dorrit Cato
Christensen, the mother of 32-year-old Louise Christensen who was killed in 2005 by a
neuroleptic at the Psychiatric Centre Amager. Luise had autistic traits but functioned far too
well to be autistic.

In his foreword with the telling title, You need to be strong in order to be vulnerable,
former Danish Prime Minister Poul Nyrup Rasmussen describes the book as heart-breaking.
It is. If doctors consider becoming psychiatrists and can get through it without crying, they
should find themselves another job. Rasmussen’s foreword starts with: “Mom, won’t you tell
the world how we’re treated?” This was Luise’s last request before she died.

Luise’s best friend, who stayed in the room next to her, suddenly collapsed on the floor
and died within a few minutes. Luise was completely shattered and all she said to her
mother was: “I shall be next,” which came true six months later. She knew the psychiatrists
would kill her. She survived for a while because she tolerated the overdosed psychosis pills
so badly that she vomited most of them up. At last, they broke her defenses with a lethal
injection of a depot drug.

Luise and Dorrit had protested many times against the too high dose, but the level of
ignorance, incompetence, and lack of respect for people who knew a lot about the drugs
was huge. Dorrit did everything she could to prevent Luise getting overdosed. She was a
slow metaboliser, and Dorrit had begged the psychiatrists never to use a depot injection.
They didn’t listen.

Every year, on the anniversary of Luise’s death, there is a demonstration in front of
Psychiatric Centre Amager arranged by the organisation Death in Psychiatry, which Dorrit
started. Sometimes there are around 20 relatives of the psychiatric patients killed in the
same way.

Dorrit’s book about her daughter is one long horror story of wrongdoing in psychiatry.
Not even after Luise’s death was there any justice. The system’s arrogance, both before and
after her death, was unbelievable. When Dorrit complained to the authorities, they replied
that Luise had received the highest standard of specialist treatment while it congratulated
itself with its first-class homicide and called it a “natural death.”

Dorrit’s book describes virtually everything that is wrong with psychiatry including
making incorrect diagnoses that result in death. Whenever | open it, | get overwhelmed with
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sadness. | personally know Dorrit and know that many patients are abused and die under
similar circumstances as Luise.

Being treated humanely is difficult. If you panic and go to a psychiatric emergency ward,
you will probably be told you need a drug, and if you decline and say you just need rest to
collect yourself, you might be told that the ward is not a hotel.®%?

This is bad medicine. Impending psychoses can sometimes be fended off if we provide
patients with the shelter and rest they need. There should be 24-hour support facilities with-
out compulsion, so that patients in acute crisis can avoid the dangers of mainstream psychia-
try.692

Psychiatry seems to be the only area in society where the law is systematically being violated
all over the world - even Supreme Court and Ombudsman decisions are being ignored, e.g.
in Alaska and Norway.5%3

| got access to 30 consecutive cases from the Psychiatric Appeals Board in Denmark and
found that the law had been violated in every single case.®®* All 30 patients were forced to
take psychosis pills they didn’t consent to, even though less dangerous alternatives could
have been used, e.g. benzodiazepines.®®> The psychiatrists had no respect for the patients’
experiences and views. In all 21 cases where there was information about the effect of
previous psychosis pills, the psychiatrists claimed a good effect whereas none of the patients
shared this view.

The harms of prior medication played no role either in the psychiatrist’s decision making,
not even when they were serious. We suspected or found akathisia or tardive dyskinesia in
seven patients, and five expressed fears of dying because of the forced treatment. An expert
confirmed our suspicion that a patient had developed akathisia on aripiprazole (Abilify) but
on the same page, the expert - a high-ranking member of the board of the Danish Psychiatric
Association - recommended forced treatment with this drug even though it was stopped
because of the akathisia.

The power imbalance was extreme. We doubted the psychiatrists’ diagnoses of delusions
in nine cases, and there is an element of catch-22 when a psychiatrist and a patient disagree.
According to the psychiatrist, it shows the patient has a lack of insight into the disease,
which is a symptom of mental illness.

The abuse involved psychiatrists using diagnoses or derogatory terms for things they
didn’t like or didn’t understand; the patients felt misunderstood and overlooked; their legal
protection was a sham; and the harm done was immense.

The patients or their diseases were blamed for virtually everything untoward that hap-
pened. The psychiatrists were not interested in traumas, neither previous ones nor those
caused by themselves or their staff. Withdrawal reactions were not taken seriously - we
didn’t even see this term being used although many patients suffered from them.

Jim Gottstein and | wanted to do a similar study of 30 consecutive petitions from Anchorage,
but we were met with so many obstacles that it took over four years of litigation before Jim
was granted access to the redacted records. With US psychiatrist Gail Tasch, | published our
findings in 2023. Involuntary medication orders were requested for the 30 patients, and we
found that the legal procedures can best be characterized as a sham where the patients are
defenceless.®%®

In violation of previous Supreme Court rulings, the patients' experiences, fears, and
wishes were ignored in 26 cases even when the patients were afraid that the neuroleptics
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might kill them or when they had experienced serious harms such as tardive dyskinesia.
Several of the psychiatrists obtained court orders for administering drugs and dosages that
were dangerous. The ethical and legal imperative of offering a less intrusive treatment was
ignored, e.g. benzodiazepines were not offered. And the psychiatrists claimed, contrary to
the evidence, that psychotherapy does not work. They never provided psychotherapy or
family therapy.

It is a serious transgression of the law and of professional ethics when psychiatrists exag-
gerate the patients’ symptoms and trivialise the harms of the drugs to maintain coercion,
but this often happens, and the patients’ files can be misleading or wrong, or changed after
a drug induced suicide.®®” In this way, the psychiatrists can be said to operate a kangaroo
court, where they are both investigators and judges and they lie routinely in court about the
evidence.%%8

When the patients complain about this unfair treatment, which isn’t allowed in any other
sector of society, it is the same judges (or their friends who won’t disagree with them)
whose evidence and judgments provide the basis for the verdicts at the appeal boards. It
doesn’t matter in the slightest what the patients say. As they have been declared insane, no
one finds it necessary to listen to them. This is a system so abominable that it looks surreal,
but it is the reality all over the world.

Most patients on psychosis drugs want to come off them, but as many are forced to take
them, in the worst cases as depot injections to ensure they don’t “cheat” by spitting out the
tablets when the staff have gone, this is very difficult to accomplish.

The fundamental human right to equal recognition before the law applies to everyone,
including people with mental disorders. This is clear from the Universal Declaration of
Human Rights, the International Covenant on Civil and Political Rights, and the United
Nations Convention on the Rights of Persons with Disabilities, which have been ratified by
virtually all countries.

In 2014, the UN Convention specified that member states must immediately develop
laws and policies to replace regimes of substitute decision-making by supported decision-
making, which respects the person’s autonomy, will and preferences. This means that
unsoundness of mind and other discriminatory labels are not legitimate reasons for the
denial of legal capacity. And the United Nations Special Rapporteur, Dainius Piras, a
Lithuanian psychiatrist, called upon all nations to make forced treatment illegal, but not a
single country has done anything about it during these ten years.

Recently, the UN Office of the High Commissioner on Human Rights declared Piras’s
work “groundbreaking,” but leading psychiatric organisations have been hostile and
disdainful. A common strategy is to regard the special rapporteur, and by association, the
United Nations, as unscientific and biased, while current practice in psychiatry is presented
as intrinsically scientific and ethical.

An instructive article has analysed the reactions by psychiatric organisations to Piras’s
report.5®® They included the usual falsehoods, e.g. that antipsychotics emptied the asylums
and made it possible for people to live normal lives, and that “pharmacological treatments
have been shown to reduce the risk for suicide” (avoiding mentioning which drugs they
were, but there are none), with no references, only vague statements like “an extensive
body of data.” The correct statement that psychiatry is guilty of human rights violations was
called “absolutely slanderous as it attacks an entire professional community without
distinction and - what is more - is absolutely not evidence-based.”

101



How long will we allow the psychiatrists to continue with their lies, fatal mistakes, cor-
porate denial, cognitive distortions, and suboptimal practice? It is our duty to free our
citizens from this deadly violation of human rights. Most recently, in October 2023, the WHO
joined forced with the UN Office of the High Commissioner for Human Rights and issued the
publication, Mental health, human rights and legislation: guidance and practice.”®

Psychiatrist Niall McLaren wrote: “We know that, at the slightest hint of a threat, the
psychiatry/drug company axis will run squealing to their friends in government to drop a
very large hammer on the upstarts ... There’s no doubt that mainstream psychiatry world-
wide will have a collective fit when they see what non-psychiatrists have planned for them ...
we can be sure of one thing: given its record, institutional psychiatry will not give in with
good grace. | mean, look at the journal editors: they don’t even want to know the WHO or
OHCHR exist. They don’t realise that the Guidance, as issued recently, is a gun pointing at
psychiatry’s collective head. It’s not an encouraging start.”’%!

Silas Dam killed himself in 2023, when only 24 years old.”®? But in his short life, he made a
contribution that will benefit many psychiatric patients in Denmark. He found that his belt
restraint was unjustified, and although it was approved by both the district court and the
high court, he brought his case to the European Court of Human Rights in Strasbourg, helped
by a lawyer. This resulted in a settlement with the Ministry of Health obliging the govern-
ment to amend the Psychiatry Act, so that the rights of psychiatric patients subjected to belt
restraint were improved. His suicide note read: "Psychiatry killed me, belt restraint killed me,
forced medication killed me.” He added: “Share my story."

If you are still not convinced, you should read The Zyprexa papers by Jim Gottstein.” It is
a book about illegal, forced drugging that destroyed patients. Psychiatrists, lawyers, and Eli
Lilly lied shamelessly, and the judges didn’t care. | experienced this first-hand as Jim’s expert
witness when | visited him in Anchorage in 2016. He needed to go to the Supreme Court in
Alaska before he got any justice, and he ran a great personal risk by exposing documents
that were supposed to be secret.

| have argued extensively in books, articles, and lectures why forced treatment in psy-
chiatry cannot be defended, either on ethical, legal, or scientific grounds,’®* and | co-
authored a damning report with Jim and others in 2023.79°

But leading psychiatrists continue to ignore or distort the facts. The chairman of the
Norwegian Psychiatric Association, Ulrik Fredrik Malt, claimed in a newspaper in 2019 that
the risk of dying is six times greater if a patient with schizophrenia does not take neuro-
leptics.”% | replied that | feel sorry for Norwegian patients who need to consult psychiatrists
like him.”%7
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10 Withdrawal of psychiatric drugs

Doctors have made hundreds of millions of patients dependent on psychiatric drugs. One
should not prescribe such drugs without a tapering plan, but | have not heard of a single
patient who was put on a psychiatric drug after having been given adequate information
about its harms, including abstinence symptoms, and a tapering plan. A recent survey
showed that only 1% of New Zealanders on depression pills had been told anything about
withdrawal effects or addiction.”®®

Doctors didn’t learn how to stop drugs safely but learned a lot about starting them and
ignoring the troubles they cause by blaming the disease and the patient.

It is a testimony to the absurdity that psychiatrists have carried out tens of thousands of
drug trials but only a handful of studies about safe withdrawal. Not only has there been a
scarcity of good research for over 150 years on how to come off addictive drugs in the best
possible way - including opium, bromides, and barbiturates - but in all these years, doctors
have ignored when their patients complained of difficulties in coming off their drugs.

Then there is the money. It is much quicker to renew a prescription than to stop an
addictive drug and it generates a much bigger income. And doctors may feel disrespected
when patients ask to come off the drugs they have instituted. A common notice in hospital
records is: “The patient doesn’t want drugs. Discharged.” It is almost like: “So, you don’t like
my drugs? Then you don’t like me either. Good bye!”

A patient told me that she was prescribed happy pills after a traumatic event without
adequate information about side effects - as drug harms are euphemistically called - and
when she wanted to stop a year later, as she felt the drug wasn’t helpful, her psychiatrist
convinced her she needed a higher dose and warned her that stopping the drug could lead
to chronic depression.”® She became more and more lethargic and indifferent to everything,
and when her psychiatrist had long-term sick leave, she got support from a psychologist to
taper off the drug, which she had been on for 3.5 years. When the psychiatrist returned, she
was insulted that her patient felt much better without the drug and declared that she could
not help her when she didn’t want drugs. This psychiatrist had a close relationship to a
manufacturer of happy pills.

Patients are mostly left to fend for themselves, but few can master this. They therefore
share their experiences on the Internet, e.g. on theinnercompass.org created by Laura
Delano, and on social media.

What we need the most in psychiatry are withdrawal clinics, with easy and quick access
free of charge, and education about the harmful effects of psychiatric drugs, how to stop
them, and how to avoid starting them. Public investment in such clinics would lead to fewer
disability pensions, much fewer deaths, much healthier citizens, and fewer serious crimes.

Nurses, psychologists, social workers, teachers, and other non-prescribing people have
often been taught that their task is to push people to get a diagnosis and to comply with the
prescribed medication. They should be taught to help the citizens avoid psychiatric diag-
noses and drugs.

The biggest obstacles to withdrawal are ignorance, false beliefs, fear, pressure from
relatives and health professionals, and practical issues like the lack of medicines in appro-
priately small doses.

Most of the advice in psychiatry textbooks about how to withdraw patients from psychia-
tric drugs is wrong and often directly dangerous. In long lists of withdrawal symptoms, the
most serious harms, akathisia, suicide and violence, were missing. And although the
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abstinence symptoms are very similar for depression drugs and benzodiazepines,’'° they
were not called abstinence symptoms for depression drugs.

None of the books explained that the binding curves for psychiatric drugs are hyperbolic,
and that the tapering therefore needs to be exponential, with very small dose reductions by
the end.”*! The most important reason why withdrawal attempts often fail is that doctors
taper far too quickly and in a linear fashion. Moreover, few doctors understand that with-
drawal symptoms and disease symptoms are often the same. When patients deteriorate
during withdrawal, psychiatrists, other doctors, social workers and relatives will usually tell
them that their symptoms demonstrate that they still need the drug.

| invented the term “abstinence depression” for withdrawal symptoms that mimic a
depression. It is a depression that occurs in a patient who is not currently depressed but
whose drug is stopped abruptly or over a few weeks. Its hallmark is that the depression
symptoms come quickly (depending on the half-life of the drug or its active metabolites) and
disappear within hours when the full dose is resumed. Reintroducing the drug can therefore
be regarded as a diagnostic test separating an abstinence depression from a true depression,
which does not respond promptly to a depression pill.

A cold turkey trial showed the difference very clearly.”*? Patients who were well suddenly
had their maintenance therapy changed to a double-blind placebo for 5-8 days at a time
unknown to them and their clinicians. The authors’ criteria for depression were fulfilled for
25 of 122 patients on sertraline or paroxetine. | worked out that the expected number of
patients relapsing in such a short time interval was zero,’”*® which suggests that none of the
25 patients would have “relapsed” if they had not been exposed to a cold turkey. | based this
on a study of 362 high school students who had experienced one or more episodes of
depression.”!* Of the patients who recovered, 5% relapsed within 6 months and 12% within
a year, which suggests a rather constant relapse rate over time. Using these data, | calculated
what the expected number of patients relapsing is. This is 122 x 12% x 6.5/365 = 0.03.

The absurdities in the textbooks were endless and demonstrated that the psychiatrists
confuse withdrawal symptoms with relapse. Two books claimed the patients do not become
dependent on depression pills, and one of them noted that, because of this, relapse should
not be misinterpreted as withdrawal symptoms! This is also how most psychiatrists argue in
clinical practice and in their scientific articles.

Two textbooks claimed that if the drug is stopped too early, it increases the risk of
relapse, and this misconception led to harmful recommendations of long-term treatment. A
continuation phase of 6-12 months after remission of depression was advised in the
textbooks, and the longer, the better, e.g. by severe depression with imminent suicide risk.
This advice is deadly.

If a patient had had two depressions within 5 years, the doctor should consider con-
tinuing with the drug for an extra year; if three depressions, for 5-10 years or lifelong; if
onset after 50—60 years of age, the treatment should also be lifelong because the risk of
recurrence was said to be almost 100%. It was also claimed that an excellent preventative
antidepressant effect is achieved. This cannot happen because the drugs don’t work (see
Chapter 2 on depression).

A textbook recommended continuing with the drug for the same number of years as the
number of depressive episodes. Even if we imagine we had a drug that worked, it is bizarre.
It means that the poorer the effect, including no effect, the longer the patient should take
the drug. If seven depressions, the patient would be “sentenced” to an additional seven
years on the pill.
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One textbook recommended maintenance treatment already after a single manic
episode, for 2—10 years or lifelong. The standard in clinical practice is life-long treatment.

A big error in the textbooks was that they listed short time intervals where withdrawal
symptoms can occur. They can occur at any time, e.g. if the patient becomes stressed, and a
review showed that the longer one is on the drugs, the higher the probability of withdrawal
effects when one stops.”*> This review found that the overall rate of withdrawal effects was
56%, with 25% of the patients experiencing severe withdrawal.

In 2024, The Guardian reported that only 15% develop withdrawal symptoms and that
only 3% experience severe symptoms,’*® referring to a study in Lancet Psychiatry.”"’
Psychiatrist Carmine Pariante triumphantly declared in his headline that “The myth that
antidepressants are addictive has been debunked — they are a vital tool in psychiatry.”718

The problem with this declaration was that it was wrong. And Pariante conveyed more
falsehoods, e.g.: “For those they do help, antidepressants undoubtedly improve depression
and reduce the risk of suicide.” He also claimed that, in his 33 years of clinical practice, he
could recall those who had difficulty stopping “on the fingers of one hand.” Well, there is
none so blind as he WHO WILL NOT SEE.

The study was unreliable, primarily because what was reviewed were short-term
placebo-controlled trials funded by industry.”*® The industry is not interested in finding
severe harms in their studies, they ignore them, and assessing withdrawal effects is rarely an
outcome in industry trials.

In 2014, | co-founded the Council for Evidence-based Psychiatry in the UK,”%? established by
filmmaker and entrepreneur Luke Montagu, heir to the Earl of Sandwich, who had suffered
horribly from withdrawal symptoms for many years after he came off his psychiatric drugs.

| gave a lecture at the inaugural meeting in the House of Lords explaining why the use of
psychiatric drugs do more harm than good. We got a lot of press coverage, and three
months later, | was attacked by the silverbacks of British psychiatry in Lancet Psychiatry.

Their article is full of ad hominem attacks and false information about miraculous drug
effects, including the usual mantras that depression drugs protect against suicide and that
people who criticise psychiatry are “anti-psychiatry.””2! It was very primitive, and | pointed
out their errors and that they had no valid arguments.”??

These people were at the top of their profession and yet they held views in direct con-
trast to the science. They claimed that SSRIs are some of the safest drugs ever made; that
their adverse effects are rarely severe and that we should ignore “severe experiences to
drugs,” which they dismissed as anecdotes that might be distorted by the “incentive of
litigation.” Furthermore, they said the pills are highly effective claiming an impressive effect
on recurrence, with a number needed to treat to benefit one patient (NNT) of around three.
They did not understand that the trials did not assess recurrence but abstinence depressions
in the placebo group. As only two patients are needed to get one with withdrawal symptoms
when a drug is stopped,’?3 there cannot exist an NNT to prevent recurrence, only a number
needed to harm (NNH), which is two.

| mentioned Luke’s name in 2015 in an invited article for the Daily Mail where | noted
that psychiatric drugs are the third major cause of death.”?* The UK Royal College of Psychia-
try reacted the same day: “Sadly, articles of this nature can do more harm than good, as
there is a real risk that they can discourage people from seeking or continuing treatment.
This is dangerous, as untreated depression has roughly the same effect on mortality as
smoking and can lead to suicide.””?> They urged me to publish my data in peer-reviewed
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journals so that the claims could be independently scrutinised. What is wrong with publish-
ing the data, which come from the published literature, in a book and do calculations on
them?

The editor made many changes to my article and insisted that | added this statement: “As
an investigator for the independent Cochrane Collaboration - an international body that
assesses medical research - my role is to look forensically at the evidence for treatments.”

Even though my article came out two weeks after | had published my first psychiatry
book where all the evidence was, my research was publicly denigrated by the Cochrane
leaders who uploaded a statement that is still up.”?® They said my statements about psy-
chiatric drugs and their use by UK doctors could be misconstrued as indicating that | was
conducting my work on behalf of Cochrane. They also said that my views on the benefits and
harms of psychiatric drugs were not those of the organisation.

| was now in an infight with my own organisation. Cochrane has three mental health
groups and they have published hundreds of misleading reviews of psychiatric drugs
because the authors did not pay enough attention to the flaws in the trials.”?’ The two most
important issues are these:

The source material is mainly industry-supported trial reports in medical journals, which
are highly misleading compared to the clinical study reports the companies have submitted
to drug regulators,’?® with biased analyses of the benefits and omission of serious harms.
Even half of all deaths are missing.”?°

Cochrane authors ignore that almost all placebo-controlled trials are biased because the
patients were already in treatment with a similar drug before randomisation and are
therefore exposed to cold turkey effects.

Obviously, Cochrane as an organisation cannot have any “views” about psychiatric drugs
that carry more weight than those of a researcher who has studied the research in detail.
But their tactic of disavowing my evidence-based conclusions worked, of course. Eminence
always beats evidence. Five days after they uploaded their statement, BMJ published a news
item, Cochrane distances itself from controversial views on psychiatric drugs.”*® This was an
abuse of the term “controversial.” It is not controversial that scientists tell the public what
they have seen, in fact, they are expected to do exactly that, without censorship.

Both then and subsequently, Cochrane preferred to support the psychiatric guild and the
drug industry rather than honest science, and this was widely abused by the psychiatrists.
David Nutt, one of the silverbacks, said during a lecture in New Zealand in February 2018
that | had been kicked out of Cochrane. He was seven months premature.”3! Nutt was
previously the UK’s main drug adviser to the government but was sacked for claiming that
ecstasy - a recreational drug also called MDMA, an amphetamine derivative - is no more
dangerous than riding a horse. | call him David Nuts.

Luke wrote about his own psychiatric “career” in the Daily Mail article. His symptoms
were of such a nature and severity that at first, | found it hard to believe him. | had never
learned about anything remotely similar to his torment during my medical studies or later.

Another of my colleagues, psychiatrist Mark Horowitz, would probably also have dis-
believed the many horrible withdrawal symptoms his patients told him about, if he had not
experienced similar horrors himself when spending years trying to come off his depression
drug.”??2 Mark wrote to the members of the Critical Psychiatry Network: “Duloxetine, paroxe-
tine and venlafaxine are vicious drugs to get off and | have seen every possible horror from
this including akathisia, muscle spasms, and suicide. | have seen people who have taken 3-5
years to come off each of these drugs.”
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Luke had no psychiatric condition whatsoever when he fell into the invisible psychiatric
drugging trap. He had a sinus operation and probably reacted badly to the anaesthetic, but
his family physician told him he had a chemical imbalance in the brain and put him on
various depression pills that didn’t help. None of the doctors and psychiatrists listened when
Luke told them it had begun with the sinus operation.

As it so often happens, Luke reluctantly concluded there was something wrong with him
and every time he tried to come off the drugs, he felt so awful that he went back on them
and thought he needed them. After a psychiatrist had given him four new drugs, including a
sleeping pill, he failed to realise he had become “as dependent as a junkie on heroin.”

Luke was exposed to serious medical malpractice. At an addiction clinic, his psychiatrist
advised him to come off the sleeping pill right away and within three days he was hit by a
tsunami of horrific symptoms. This was the start of nearly seven years of hell. It was as if
parts of his brain had been erased. When he recovered, he still had a burning pins and
needles sensation throughout his body, loud tinnitus, and a feeling of intense agitation.
When | last met with Luke, in June 2019, he was still suffering from withdrawal symptoms.

Luke founded the All-Party Parliamentary Group on Prescribed Drug Dependence (APPG),
which successfully lobbied the British Government to recognise the issue and he also got
support from the British Medical Association and the Royal College of Psychiatrists. In 2019,
the APPG and the Council for Evidence-based Psychiatry published detailed guidance about
withdrawing psychiatric drugs.”3?

How to do it and how not to do it

The overlooked withdrawal problem was the reason why | started an informal critical psy-
chiatry network in Denmark with psychologist Allan Holmgren in 2014. Four of us wrote a
short guideline about helping patients withdraw, with an abstinence chart to record daily
symptoms and tips about how to produce the small doses that are needed. | also made a list
of people worldwide who are willing to assist in the process.”* Some of us have tried to help
the patients in various ways, e.g. by publishing a newspaper article telling people that psy-
chiatric drugs are not the solution to their problem,”3> which we translated into English.”3®

In 2016, | co-founded the International Institute for Psychiatric Drug Withdrawal”?” in
Goteborg, and in 2020, | published the book, Mental health survival kit and withdrawal from
psychiatric drugs,”®® to help the patients taper off the drugs safely. It has appeared in nine
languages and was serialised on Mad in America where it can be read for free.”3® Volunteers
found it so useful that they translated it into Spanish, French and Portuguese and | offer it
for free in these languages on my institute’s website.”*° It has also appeared in Danish,
Swedish, Dutch and Italian.

In 2024, Mark Horowitz and David M Taylor published a detailed guidance book about
withdrawal.”#!

As doctors are rarely helpful, it is often psychologists, other therapists, pharmacists,
friends and relatives that help the patients come off their drugs.

It is a huge asset if the patient can find a person who has succeeded with withdrawal - a
recovery mentor - and involves that person in the withdrawal. As a recovery mentor will
rarely be available on a daily basis, other support people are needed. The feeling of security
and that someone cares can have a strong healing effect.

Those psychologists that have not accepted the myths of biological psychiatry can also be
very helpful. It can be overwhelming when the emotions, which have been suppressed for so
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long, come back, and it can be crucial to get psychological support to handle the transition
from living emotionally numbed to living a full life.

When in the midst of painful psychiatric drug withdrawal, the patients’ brain is in a state
of drug-induced crisis, and it is truer than ever that they cannot believe what their mind tells
them. However, they will often feel they are themselves and will explain away their odd
behaviour if confronted with it - denying they have become irritable, agitated, hostile or
difficult in other ways - and will react with anger over such “accusations.”’4?

This is why it is essential that patients are not alone, and that close relatives or friends
observe them carefully. When patients have left suicide notes, only very rarely is there any
indication that the drug was the problem; the patients don’t know this and think they have
gone mad. It can therefore be dangerous if the patient’s false explanations are accepted, and
the patient should allow friends and family to contact the therapist if they are concerned.

It often requires strong determination and patience to come off the drugs. It can usually
be done within a few months, but the record for psychiatrist Jens Frydenlund is eight years
for an SSRI. He has worked with drug addicts for decades, and, like other psychiatrists, he
says it is much easier to stop heroin than to stop a benzodiazepine or an SSRI because the
abstinence symptoms with heroin disappear rather quickly. It is not surprising that some
patients say the withdrawal was worse than their depression.’*?

It is often huge work to help a patient get through withdrawal, and it doesn’t end there.
The support person should summarise the process and the most important symptoms
together with the patient who should be offered continued support. There is a risk of falling
back in the drug trap if a situation is stressful, which can cause some of the withdrawal
symptoms to return, even long after a successful withdrawal. It can take years before the
brain becomes normal again, and sometimes, it will never happen because the brain has
been irreversibly damaged.

There is also an equity issue. Patients who have more resources are freer to take time off
work, to pay for therapists helping them withdraw, and to be financially viable in the pro-
cess. Thus, psychiatry harms the poor more than it harms the rich.

One should not try to taper off a patient who doesn’t have a genuine wish of becoming
drug-free. It is unlikely to work. But this should not be used as an excuse for doing nothing.
We need to explain to the patients that long-term treatment is very harmful and should try
to persuade them to start a withdrawal process. Unfortunately, there is a huge problem with
drug-seeking patients who have been convinced by pharma propaganda to insist on taking
drugs, and many prescribers hide behind "patient choice" and continue harming their
patients.

In Holland, former patient Peter Groot and professor of psychiatry Jim van Os have taken
a remarkable initiative. A pharmacy in Amsterdam produces tapering strips, with smaller and
smaller doses of the drug, making it easier to withdraw. Doctors from any country can order
the strips from the website taperingstrip.org.

Their results are impressive. In a group of patients on depression pills, 62% had previous-
ly tried to withdraw without success, but after a median of only 56 days, 71% of the 895
patients had come off their drug.”**

In 2023, | wrote about this on Mad in America and explained how one can make small
doses that are not commercially available without ordering tapering strips.”*

It is important to get a successful start. It is often best to remove the most recently
started drug,’*® as withdrawal gets harder the longer the patient has been on a drug. Lithium
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and psychosis pills should be withdrawn early on, as they cause many harms. As withdrawal
can cause sleeping problems, it is a good idea to remove sleep aids last.

With few exceptions, it is not advisable to withdraw more than one drug at a time, as it
makes it difficult to find out which drug causes the withdrawal symptomes.

It is rarely a good idea to substitute one drug for another, even if the new drug has a
longer half-life in the body. A switch can lead to additional withdrawal problems because the
two drugs may not target the same receptors, or to overdosing, as it is hard to know which
doses should be used in the transition phase. But it may be necessary if a tablet or capsule
cannot be split.

It is generally not advisable to introduce a new drug, e.g. a sleeping pill if the withdrawal
symptoms make sleep difficult. It is better to increase the dose a little temporarily.

The last small step can be the worst, not only because of physical issues but for psycho-
logical reasons. The patient may ask him- or herself: “I have taken this pill for so long; dare |
take the last small step? Who am | when | don’t take the pill?” The doctor may laugh and tell
say it’s impossible to have withdrawal symptoms when the dose is so low.”#’ If such a “know-
it-all” guy is involved in the withdrawal, the patient should find another doctor.

The story of Stine Toft, a 27-year-old Danish woman, was so devastating, yet also so typical,
that | published it on Mad in America.”*® She has never been manic, apart from the time
when she received a depression pill, but nonetheless got the diagnosis bipolar. She was
seriously harmed. She was told her condition would last for the rest of her life; she took
depression pills, antiepileptics and a psychosis pill; gained weight, 50 kg; lost about 14 years
of her life to psychiatry; lost her husband; came close to suicide; and ended up on disability
pension.

Stine’s next husband saved her. He asked what the sickness was all about, because he
couldn’t see it. But she now suffered from medication spellbinding. It took a year and a half
before she surrendered and agreed to withdraw the medication, which was excruciating
because she didn’t receive the necessary guidance. It took two and a half years. After this,
she found two of my books and realised that everything she had experienced was well
known and perfectly normal. It was shocking to her to read about how it is normal practice
to be exposed to the hell she had been through, but also liberating to discover that she
wasn’t sick and that there was nothing wrong with her.

Stine is doing well today. She became a coach and a psychotherapist and has helped
many patients taper off their depression pills. She no longer sees her family. They main-
tained the claim that she was ill and just needed to take her medication.

Stine lectures but finds it difficult to get the message out. She has lectured for Psychiatry
in the Capital Region about being bipolar, which was easy. People like to see a sick person
and hear her story. But a psychiatric survivor’s success story that calls the whole system into
guestion is not considered interesting, or rather, it is considered threatening for the pro-
fession.

In 2019, Stine suggested to the patient organisation “Better Psychiatry” in her hometown
that they invite me to lecture. The chair didn’t know who | was and introduced the meeting
by saying that psychiatry needed more money. | said | wasn’t sure this was a good idea. If
more money came in, even more diagnoses would be made, even more drugs would be
used, and even more people would end up on disability pension.”#°
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It was worthwhile to write the book about withdrawal. The first chapter is: This book might
save your life, and | have received many emails telling me it saved someone’s life.

Most doctors know very little about withdrawal symptoms and about how to taper off
them relatively safely, with the least possible harms,”° and if they taper at all, they do it too
quickly. In this, they are supported by the authorities. In 2019, the Danish Board of Health
issued a guideline about depression pills to family doctors. The sender was Rational
Pharmacotherapy, but it wasn’t rational, it was dangerous. As | knew from earlier experi-
ences that you get nowhere by complaining to the authorities, | warned people against the
guideline in a newspaper.’>!

The Board of Health was given the opportunity to respond but declined - a sign of the
arrogance at the top of our institutions. A psychiatrist and a clinical pharmacologist had
contributed to the guideline, but they didn’t seem to know that binding curves for drugs to
receptors are hyperbolic. The curve is very steep in the beginning when the dose is low, and
it flattens out and becomes almost horizontal at the top (see figure, numbers on the x-axis
are citalopram doses).

Citalopram is recommended to be used at dosages of 20 or 40 mg daily, but even at a
dose as low as 0.4 mg, 10% of the serotonin receptors are still being occupied.’>? This means
patients may experience withdrawal symptoms when they go from that small dose to
nothing.
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The Board recommended halving the dose every two weeks, which is risky. Since virtually all
patients are overdosed, they might remain on the flat part of the binding curve after the
first dose reduction and may not experience withdrawal symptoms. But even this might
cause problems because psychiatric drugs stimulate several receptors, and we don’t know
the binding curves for all these.

The next time, when going from 50% of the starting dose to 25%, things can go wrong,
and if there are no withdrawal symptoms, they will almost certainly appear at the 12.5%
dose. It is also too fast to change the dose every two weeks. The physical dependence on
the pills can be so pronounced that it takes months or years to fully withdraw from the pills.
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A withdrawal process should respect the shape of the binding curve, and therefore must
become slower than by halving the dose at each step. This can be obtained by removing a
certain percentage of the previous dose, e.g. 10%. Then, the first step is 90%, and from 50%,
you don’t reduce to 25% but only to 45%. If you reduce by 10% twice a month, it will take 11
months before you come down to 10% of your starting dose, so if you are on four drugs, it
may take you four years to become medicine-free if you don’t try to go faster than this.

These principles have been known for decades and my colleagues and | have written
repeatedly about them in Danish newspapers and elsewhere since 2017.7>3 And in 2019,
eight months before the Danish Board of Health published its guideline, they were explained
in an instructive paper in Lancet Psychiatry.”>*

In 2021, when psychiatrists Christoffer C. Lundsgaard and Poul Videbech nonetheless
advised to halve the doses every second week in a “State of the Art” article in the Journal of
the Danish Medical Association, | explained again that this advice is dangerous.’> In their
reply, they changed subject and noted that | arranged “expensive” (they were cheap)
courses in withdrawal and that | sold books (I only wrote one) about this.”>®

Protecting the psychiatric guild and sacrificing the patients

Psychiatric drugs are the holy grail for psychiatrists. There are therefore huge push-backs
from the psychiatric guild and its allies when you tell people the truth about the drugs and
lecture about how to safely withdraw from them and get a better life.

| lobbied speakers on health in the Danish Parliament for over ten years and they were
always positive when | explained why major changes are needed in psychiatry, with less use
of drugs and with withdrawal initiatives. But they never dared challenge the psychiatrists
who were quick to tell them that psychiatry was outside their area of expertise. It is also
convenient for politicians that there is a profession that deals with the most disturbing ele-
ments in our societies and exert tight social control over them.

In 2016, there was a hearing in Parliament about why withdrawal from psychiatric drugs
is so important and how we should do it, which was the title for my talk. There wasn’t a
single psychiatrist with experience in withdrawal on the programme. The only psychiatrist
was Bjgrn Epdrup who explained why psychosis pills are needed and said he could see schi-
zophrenia on a brain scan, which is not true.”>” Epdrup left the meeting before anyone could
confront him with his claims. The only thing that can be seen on a brain scan is the shrinking
of the brain that psychosis pills have caused!”>®

In 2017, | gave an invited talk at a meeting about overdiagnosis and overtreatment in
psychiatry in Sherbrooke, Canada. Even though most of audience were psychiatrists, 74 of
the 84 participants reported afterwards that my presentation had responded to their needs.
| had not expected this, particularly not after the discussion, which was tense.

| felt a change was on its way. Two months later, Allan Holmgren and a political party
arranged a conference in Parliament, A psychiatry without drugs. Bob Whitaker lectured
about the psychiatric drug epidemic and | was equally outspoken: The myth about biological
psychiatry; the use of psychiatric drugs does far more harm than good.

But | became disappointed. The bad business just continued.

In 2017, | held a full-day course about psychiatric drug withdrawal in Copenhagen. This was
too much for the believers in biological psychiatry. MIND, the member journal of the most
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influential organisation for psychiatric patients in Denmark, refused to publish an ad for the
course even though it was both for professionals, patients, and their relatives.”>®

At first, | called MIND’s journalist, Henrik Harring Jgrgensen, who was responsible for
ads. He was very uncomfortable and said he shouldn’t get involved in the debate about
psychiatric drugs. | explained that whatever one might think about psychiatric drugs, many
patients wanted to quit, but couldn’t get any help, which was why we offered the course.

Jgrgensen needed a green light higher up, and | knew that MIND’s chairman, Knud
Kristensen, was very fond of drugs, which he always praised in the media when | criticised
them. In a radio debate, he argued that some of his members had said that depression pills
had saved their life. | replied it was an unfair argument because all those the pills had killed
couldn’t raise from their graves and say the pills killed them.

When | lectured for MIND in Copenhagen a year earlier, Kristensen had travelled from
the other end of the country to chair the meeting and to ask questions. He clearly disliked
me, and his questions were unfriendly. However, the patients said that what | had told them
was true, and they had experienced themselves how difficult it is to stop psychiatric drugs.

| sent my ad to Jgrgensen, but MIND’s headquarters ignored me. | sent several emails
they didn’t respond to and called several times and was switched to Jgrgensen by the secre-
tary who said he was in his office, but he didn’t pick up the phone.

When the deadline for the ad was only a few days away, | went to MIND’s headquarters
to get an answer. Documentary filmmaker Janus Bang had followed my work for two years,
so | took him and his crew with me to record the event for later use. We did not announce
our visit in advance, of course.

MIND’s director, Ole Riisgaard, treated me very rudely and condescendingly, like when a
school master reprimanded a naughty student in the 1950s. He knew about my ad but
needed Kristensen’s approval.

The next day, he wrote they would publish my ad. He added that, “Considering your very
bad and totally unacceptable behaviour yesterday where you showed up without agree-
ment or permission, and with cameras turned on filming MIND’s staff, several of whom are
mentally vulnerable and employed under special provisions, the condition for bringing the
ad is that you, before the deadline, will send me a written (signed) guarantee that none of
MIND’s employees will participate in any kind of broadcast without written consent.”

The cameras were not turned on, and we had been calm and polite. The only people
displaying bad behaviour were Riisgaard and Jgrgensen, which we recorded with a hidden
microphone, as we find it important to document bullying and other abuses of power in
matters of importance for patients’ health and survival. Janus wrote to Riisgaard that his
people had followed me for some time and therefore also to MIND, and that he had asked
for permission to film, which was granted. As soon as this was rejected on another floor, the
film work stopped. The only one who was filmed was me.

| wrote to Riisgaard that since Jgrgensen never replied, we had no other option than to
visit MIND'’s headquarters. | took issue with his explanation that the reason | did not get a
reply was that MIND was busy. | noted it would have taken Jgrgensen a few seconds to
respond OK when | sent him the ad. | also wondered why MIND would not give a helping
hand to the many of their members who wanted to stop psychiatric drugs but had been
unable to get any help from their doctor.

The day before we visited MIND, Riisgaard had received an email from a local branch
(copied to me) explaining that they had discussed my correspondence with Jgrgensen about
an ad for a withdrawal course. “Based on this, it looks as if some form of censorship is being

112



applied. It is our impression that many of our members are interested in Peter Ggtzsche's
work. We do not understand this attitude.”

So, what do leaders do when they won’t admit they don’t give a damn about their mem-
bers? They don’t respond, or they lie. Riisgaard lied arrogantly: “Ggtske [sic] has not been
denied the opportunity to advertise. If he gives another impression, it is just to make himself
interesting.”

In 2016, some members of the local branch had wanted to invite me to give a lecture on
psychiatric drugs, but the proposal was voted down. | replied that | found this sad and
noted: “A patient association should have an open MIND and should not close the door
when researchers have come to different conclusions about the drugs than what you hear in
the marketing messages. | am also amazed that so many in the healthcare system, including
patient associations, are so incredibly paternalistic and patronising and do not believe that
patients are best able to assess their own situation, and are also usually able to discern sen-
sibly when they hear opposite perceptions of things. It's actually scary to me. At the same
time, we hear everywhere that the patient must be at the centre. | am sending you my book
in the hope that you might still feel tempted to get an insight into how it can be that | have
reached quite different conclusions about psychiatric drugs than the usual narrative.”

| heard no more. The most influential organisation for psychiatric patients in Denmark is
more interested in being on good terms with the psychiatrists and the drug industry than in
helping their patients.

The psychiatric guild doesn’t want to help patients withdraw either. | had informed Psy-
chiatry in the Capital Region about our course explaining that | collaborated with skilled psy-
chiatrists, psychologists, and pharmacists in several countries, and with many patients with
extensive experience in withdrawal. The lecturers included a child and adolescent psychia-
trist, a psychologist, and two pharmacists, one of whom was also a psychiatric survivor, all
with expertise in the subject.

Three days later, Poul Videbech complained to the Patient Safety Authority: “A Peter
Ggtzsche, a specialist in internal medicine, has arranged the course below for patients and
others. | believe of course that he takes on a colossal responsibility that he has no knowl-
edge at all to bear. Can doctors just do this kind of thing without having the necessary
factual knowledge? Moreover, it is private entrepreneurship, which abuses the Cochrane
Centre’s name.”’®0

Videbech’s arrogance is obvious. “A Peter Ggtzsche” suggests | am unknown, but | was
very well known, also by Videbech and the Authority. | wrote to Videbech that he should
have cheered instead of reporting me to the Board: “Finally, there is one who does this.
Although hundreds of thousands of people in Denmark are dependent on psychiatric drugs,
the psychiatrists have never held such a course. They have failed their professional
responsibilities. They don’t even care about how best to taper off.”

The Authority didn’t take the complaint seriously. After four months they asked me
which qualifications or experiences | had with individual withdrawal of psychosis pills, and |
replied that this was not relevant because the purpose of the course was that we should
learn from each other, including hearing about the patients’ experiences.

| was also asked what role the Nordic Cochrane Centre had in organising the course. As
there was no mention of the Centre in the announcement, | didn’t reply to this question,
which was irrelevant and beyond the Authority’s control tasks. Later, they asked for informa-
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tion | had already sent to them, and four days after we had held our course, they declared
they would not take any action.

| uploaded videos of our lectures and other information.”®! We held several other
meetings for the public and | gave many lectures about withdrawal, in several countries.

In 2017, psychiatrist Jan Vestergaard tried to get a two-hour symposium about benzodia-
zepines on the programme for the annual meeting of the Danish Psychiatric Association.
Even though the meeting lasted four days, with parallel sessions, the board declared there
wasn’t room for the symposium. It was about dependence and withdrawal, and | was
scheduled to talk about withdrawal in general, not limited to benzodiazepines.

| called the conference hotel in Nyborg, booked a room for 16 March 2018 and held a
two-hour symposium for the psychiatrists in the morning, which we repeated in the
afternoon, with no entrance fee.

But professor of clinical microbiology, Niels Hgiby, interfered with our altruistic initiative,
which was weird, as bacteria have nothing to do with drug withdrawal. He is an evil person
who accused Helle, my wife, of scientific misconduct when she was preferred for a profes-
sorship rather than his own protégé. The accusation, which was groundless and ridiculous,
reflected his oversized ego. Helle had presented a poster at a congress, and Hgiby com-
plained that none of his research was cited on it. But his research was irrelevant, and Helle
was promoted.

Hgiby was elected for a conservative political party in the region. He raised a so-called
political question mentioning that | had written a book on the use of psychiatric drugs and
conducted courses to get patients to reduce their use of psychiatric drugs.”®?> Hgiby asked if
my hospital’s board, the Capital Region, and the Health Council for Psychiatry, had asked the
region’s psychiatrists and general practitioners if they supported or distanced themselves
from the activities of the Cochrane Centre’s director regarding the use of psychiatric drugs.

Hgiby has a habit of copying numerous people on his ravings but he did not copy our
Queen or Prime Minister. The answer is as interesting as Hgiby’s malignant question. Psy-
chiatry in the Capital Region declared that they had informed all their centres about the
activities he mentioned; were critical of my offer; and had requested that attention be given
to patients that might accept the offer. Moreover, they noted that several department heads
and professors had publicly expressed their disagreement with me and my activities, e.g. at
the event The art of discontinuing a drug organised by the Capital Region and at a public
debate about psychiatric drugs organised by Psychiatry in the Capital Region: “At both
events, Peter Ggtzsche himself participated.”

Oh dear, can you believe it? The man “himself” showed up at our precious events and
even dared ask questions! Obviously, it is unacceptable for the establishment that | try to
meet the needs of the patients when the psychiatrists don’t want to, even though the
establishment constantly talks about putting the patient at the centre of their activities.

| advertised the symposia in our medical journal and my PhD student Anders Sgrensen
also lectured. Later, when we strolled around in the corridors, we learned that the young
psychiatrists had been scared away from attending because their bosses would see them as
heretics and might retaliate. Only seven of the 60 participants identified themselves as psy-
chiatrists, but there were likely at least eight more who did not dare give their background
when they entered the room.
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Other health professionals have told me similar stories about receiving dire warnings
from their superiors that if they showed up at my courses or lectures, it would not be well
received at their department.

This is frightening and diagnostic for a sick specialty that behaves more like a religious
cult than a scientific discipline. In science, we are keen to listen to new research results and
other points of view, which make us wiser.

The symposia were a success. The most experienced psychiatrist in the room told one of
his junior colleagues that | dwarfed leading psychiatrists. Which is why they didn’t want their
junior doctors to listen to me. It might become too difficult for themselves when they came
back and asked questions. There is a video summary of our lectures.”®3

Three months after our two symposia, we held a research seminar in Copenhagen. Laura
Delano from the USA presented risk-reducing taper protocols and pharmacist Bertel Riidin-
ger from Copenhagen, also lectured. Psychiatry had stolen 14 and 10 years, respectively, of
their lives and had caused both of them to come very close to suicide.

Bertel died suddenly in 2021, only 47 years old, from a thrombosis. His psychosis pills
had made him very obese, and after he came off them, he was unable to lose weight. It is
likely that psychiatry killed him and took 30 years of his life.

“You too, Bertel,” we said.

On 24 February 2018, Wendy Burn, president of the Royal College of Psychiatrists and David
Baldwin, chair of its Psychopharmacology Committee, wrote in The Times that, “We know
that in the vast majority of patients, any unpleasant symptoms experienced on discontinuing
antidepressants have resolved within two weeks of stopping treatment.”

Nine clinicians and academics, me included, wrote to Burn and Baldwin that their state-
ment was incorrect and had misled the public on an important matter of public safety. We
noted that the College’s own survey of over 800 patients, Coming off antidepressants, found
that withdrawal symptoms were experienced by 63% and that a quarter reported anxiety
lasting more than 12 weeks. We added that within 48 hours of publishing their misleading
statement in The Times, the College had removed this document from its website.

So, as soon as we sent a complaint to them, the College took down an incriminating
survey that totally contradicted what they postulated. When the College refused to correct
the error, we made our complaint public, and the BBC's Radio 4 programme, Today, covered
it on 3 October 2018. The College refused to participate in the programme.

Later, the Royal Society of Medicine launched a podcast series where the opening topic
was depression pills and withdrawal. Psychiatrist Sir Simon Wessely, president of the Royal
Society of Medicine (and recent president of the College) rejected any link between the pills
and suicide and stated categorically that the pills are “not addictive.”

As people wouldn’t listen, we published a most damning letter in BMJ in May 2019.764
When the College claimed that withdrawal effects lasted only two weeks, they referred to
guidelines from the National Institute for Health and Care Excellence (NICE) stating that
withdrawal symptoms were “usually mild and self-limiting over about 1 week.”

We sent a freedom of information request asking for the evidence. NICE provided only
two short review articles, neither of which supported the one-week claim, and they both
cited numerous sources that contradicted it.

The embarrassment was now so big that the College needed to change its stance. In
2019, Public Health England published a 152-page evidence review with important recom-
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mendations, including a national 24-hour helpline and withdrawal support services.”®> And
NICE updated its guidelines in line with the evidence the following month.”%®

However, despite this, there was little progress. In 2023, some of us therefore published
an open letter in BMJ saying the government has a moral duty to help those harmed by pre-
scribed dependence forming drugs, which are used by one-quarter of the population.”®” We
were frustrated that, instead of helping alleviate this enormous problem, which was very
expensive for society, the government had made the situation worse.

Anders Sgrensen and | decided he should mentor 30 consecutive patients who turned to us
for help with withdrawal, no matter which drugs they took, and write about it because there
wasn’t a single such paper in the literature.

We reasoned we’d better handle this “heretic” idea with utmost care and therefore sub-
mitted a protocol to the research ethics committee. We did not want to do a randomised
trial because withdrawal is a highly individual process, but we ran into a formidable road-
block. The committee responded that, although two experienced psychiatrists were involved
with our project, Anders was a psychologist and there was no clear description of who was
responsible for drug withdrawal, which, for reasons of patient safety, must be a psychiatrist.

An interesting remark considering that a member of the committee was a psychiatrist
working at Psychiatric Centre Amager that killed two patients with psychosis pills within a
short time interval because of incompetence (see Chapter 9 about forced treatment).

So, we could not see why, for reasons of patient safety, a psychiatrist must be responsible
for the drug withdrawal. Moreover, it is not a legal requirement.

To assess if our study was safe for the patients, the committee asked us to do a literature
review on the suicide risk for such patients. This was also an interesting remark considering
that the drugs increase the suicide risk.

We were asked how we could ensure that only patients who tolerated drug withdrawal
would be withdrawn in the study. This was a catch-22 that killed our project. No one - psy-
chiatrists included - would be able to ensure this.

The other demands were also unreasonable. We would need to use more specific inclu-
sion and exclusion criteria and explain which endpoints we would use and if our question-
naires were validated and made it possible to draw reliable conclusions.

Our endpoint was if the patient became medicine-free, which does not require validated
guestionnaires! We also needed to add a lot to the patient information. Think about it.
When a research ethics committee believes it is so dangerous to help patients come off their
drugs, then why were the drugs approved in the first place? Aren’t they too dangerous to
use? This is the logical conclusion, but healthcare is not about logic; it is about power.

After the committee had killed our project, | called a lawyer at the committee and told
her that we could just withdraw the patients as planned, without calling it research. She
didn’t have good arguments against it, so we went ahead with this.

Many trials are still being carried out that randomise patients to a cold turkey. These trials
are highly unethical. When | looked up clinicaltrials.gov and searched on depression and
taper, the first trial | found, NCT02661828, compared a two-week with a one-week taper.
This trial was unethical for all the patients. It was sponsored by Emory University, notorious
for a huge corruption scandal. When whistleblowers reported to the university that millions
of drug industry dollars had changed hands secretly for more than a decade, at least 15
whistleblowers were ordered psychiatric evaluations by Emory’s psychiatrists — including one
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of the perpetrators, Charles Nemeroff, who wrote up exams without examining the targeted
doctors or gathering factual evidence, after which several of them were fired.”%®

Cochrane commits editorial misconduct and protects psychiatry and the industry

Over 100 million people worldwide are on depression pills. About 50 million will experience
withdrawal reactions when they try to stop, and in 25 million, the symptoms are severe.”® A
survey of 580 people reported that in 16% of the patients, the withdrawal symptoms lasted
for over three years.

It is therefore very important to know how we may best help patients come off their
drugs. But when we wanted to find out, Cochrane sent us on a mission that was impossible
to accomplish to protect the psychiatric guild and drug industry interests.””®

| have described the ordeal with Cochrane in several articles.””! | contacted psychiatrist
Rachel Churchill, editor of the Cochrane depression group, at a meeting in Oxford in 2016,
and she showed great interest in my proposal to do a Cochrane review on antidepressant
withdrawal. | employed Anders Sgrensen for the job, but when we submitted our protocol, it
was not welcomed.

The Cochrane process took two years, after which they rejected our protocol. Cochrane
raised their demands along the way to absurd levels with many irrelevant requirements
including that we should add marketing messages about the wonders that depression pills
can accomplish, according to Cochrane dogma.

Even though our project and protocol were very simple (4 pages and 15 references), it
took nine months before we got any feedback. We promptly replied to the comments and
submitted a revised protocol. Seven weeks later, we were told that further improvement was
needed.

We submitted a third version and were told that we would hear from the group “shortly.”
“Shortly” became three months, and when we asked for an update, we were told we would
hear from the group “by the end of the week.”

The end of the week became another month. We asked again. The managing editor said
she had prioritised our project and had done everything she could to speed up the process.
We now suspected that her superiors had obstructed the process to wear us out so that we
would withdraw the review ourselves while the group would not be seen as being unhelpful.

As over 18 months had passed, we contacted Churchill again. Seven weeks later, she
replied they had had received peer reviewer feedback except one, due to be submitted later,
and she attached a 30-page document with 86 points.

Four editors and three peer reviewers had provided comments, and the document took
up 12,044 words, seven times more words than our protocol. Anders wrote to me that our
review was quite simple and that we just wanted to help people who wished to come off
their drugs but weren’t allowed to do so: “What kind of world is this?”

Churchill sent the 8th review five weeks later, but her invitation from the month before
to address the feedback had metamorphosed into an outright rejection: “I’'m sorry that we
cannot proceed with this protocol. | hope that all the peer review feedback we have sent will
be helpful to you should you wish to submit elsewhere.”

The 8™ and final peer review was an excuse to get rid of us and it protected psychiatrists’
guild interests and the drug industry. It is one of the worst reviews | have ever seen. It was
1830 words and, in contrast to the other reviews, it was anonymous. We asked for the
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reviewer’s identity, but this was secret. We appealed Churchill’s rejection, responded to the
comments from all the reviewers and submitted a fourth version of our protocol.

Very few changes to the protocol were needed. But the 8™ reviewer denied a long array
of scientific facts and used strawman arguments accusing us of things we had never claimed.
The main issues were these:

We were accused of “painting a picture” about avoiding using antidepressants, which did
not represent the scientific consensus. Our review would not be a consensus report and it
would not address drug benefits. It was about helping people come off drugs safely they
didn’t want to take.

We had written that, “Some patients refer to the discredited hypothesis about a chemi-
cal imbalance in their brain being the cause of their disorder and therefore also the reason
for not daring to stop.” The reviewer opined that we dismissed many decades of evidence
relating to neurochemical changes observed in depression and wanted us to document that
neurochemical theories of depression were incorrect. We responded that our review was
not the place for such discussions and that the hypothesis of a lack of serotonin being the
cause of depression had been discredited by many convincing studies.

As the reviewer believed in the chemical imbalance nonsense and even mentioned
thyroid diseases and insulin, we explained that antidepressants cannot be compared with
drugs used to treat such diseases. People with myxoedema and diabetes lack thyroid
hormones and insulin, respectively, whereas people with depression do not lack serotonin.

In relation to this, the reviewer accused us of having suggested with no evidence that
doctors perpetuate untruths to justify drug prescription. There is plenty of evidence for this
and the patients did not invent the myth about a chemical imbalance; the psychiatrists did.
However, editor Sarah Hetrick asked us to write: “People on antidepressants may believe
that this is necessary because they have a belief that the difficulties they are experiencing
are due to a chemical imbalance in the brain.” Come on! The patients had a belief ... they
hadn’t, before the psychiatrists gave it to them!

The 8t reviewer wanted us to “Start with a statement as to why antidepressants are con-
sidered by the scientific community to be beneficial ... in treating a broad range of highly
disabling and debilitating mental health problems.” We responded that our review was not
an advertisement for the drugs and that it was not relevant to discuss their effect in a review
about stopping using them.

We were asked to explain the concept of ongoing prophylactic antidepressant treatment,
“a well-accepted clinical strategy.” This was outside the scope of our review, and the trials
comparing maintenance therapy with withdrawal are deeply flawed because harms are
introduced in the placebo group.

The reviewer claimed we conflated disease reappearance with withdrawal symptoms. In
contrast to the reviewer, we didn’t.

The reviewer argued that it is not an acceptable definition of dependence that an effec-
tive drug is not effective when stopped. We have never postulated anything so foolish.

The reviewer argued that most people who had taken antidepressants for extended
periods could stop safely. We had documented and referenced in our protocol that this idea
was totally false.

The reviewer accused us of having implicated very clearly (we had not said anything to
this effect) that antidepressants are “bad medications” to be avoided, “especially as there is
no mention whatsoever of the beneficial effects ... | find this argument to be unscientific,
and unacceptable in the context of the current evidence base.”
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The reviewer wanted us to remove this sentence: “the patients’ condition is best
described as drug dependence” arguing, with reference to the DSM-IV drug dependence
criteria, that it is an unreasonable misappropriation of a term. We responded that craving
larger and larger doses as a criterion for dependence is absurd, as it means that no one who
smokes 20 cigarettes every day is dependent on smoking cigarettes. Nonetheless, leading
psychiatrists, e.g. the chair of the Danish Psychiatric Association, Jeanett Bauer, claim that
you are not dependent if you don’t crave bigger doses.””?

We ended our letter to Churchill by pointing out that the Cochrane Collaboration is about
collaborating and being helpful to each other.

She ignored us. After two and a half months of waiting for a reply, we complained to
Cochrane’s Editor-in-Chief, Karla Soares-Weiser, a psychiatrist, about the inappropriate rejec-
tion of our protocol.

She replied we should appeal to Chris Eccleston, Senior Editor for the Mental Health and
Neuroscience Network. Before we did this, we appealed again to Churchill who responded
with a lie. She wrote that our protocol was finally rejected already before we received the 8t
peer review and that she only forwarded the final peer review to be helpful.

Our long-held suspicion that Cochrane wasn’t interested in helping patients come off
their psychiatric drugs now rose to certainty.

Our appeal to Churchill was not assessed by her but by Rebecca Fortescue, the editor of
the Cochrane Airways group, who upheld the rejection decision. We then appealed to
Eccleston. It was a mess. Even though Fortescue had provided a list of 11 documents she
received from the review group, it was not possible to see what they were about. And it was
clear that she had not received our reply to the 8th peer reviewer or our revised protocol, as
we had already complied with many of the issues she raised in her 2.5-page assessment.

According to Fortescue, “a reader can be left in little doubt about the review authors’
stance on the relative harms and benefits of psychiatric drugs, which does not fully reflect
the current international consensus and could cause alarm among review users who rely on
Cochrane’s impartiality.” To this garbage, we politely noted that, “We are a bit surprised
about this comment.” Cochrane is not about consensus but about getting the science right.
And assessing the harms and benefits of drugs was outside the scope of our review, and we
did not offer any “stance.” Other of Fortescue’s criticism was also wrong.

It appeared to me that our adversaries in Cochrane had been so totally brainwashed with
psychiatry’s false ideas that they were unable to think clearly. Fortescue, the editors and the
peer reviewers did not understand that “Types of participants” were people taking pills who
wanted to come off them, even though we had pointed this out repeatedly. As the with-
drawal symptoms are similar for any type of patient, disease or depression drug, it was
absurd that Fortescue wanted to have a clearer description of the population, intervention
and comparators, e.g. if we would include trials in migraine prophylaxis, chronic pain or
urinary incontinence. Moreover, an editor asked for details about which ages, sexes, set-
tings, diagnoses of depression, and types of antidepressants we would include, as if we were
planning to do a randomised trial.

They were fools. We included everything, which was clear from our protocol, and our
broad approach was the right one, which | had explained earlier in a BMJ article.””3

One editor asked us to describe how the drugs work (they don’t work) and what the
differences are between them, and a reviewer asked us to explain when it was appropriate
and inappropriate to use them, but we were not writing a textbook of clinical pharmacology.
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Although it is true that “some people get terrible withdrawal symptoms,” a reviewer
wanted us to trivialise this harm by writing that, “some people get withdrawal symptoms
that can negatively impact the quality of life of the patient.” This must be at the top end of
British understatements. We changed “terrible” to “severe.”

Another absurd demand was when the Cochrane editors asked us to mention that “some
antidepressants may be more effective than others,” with reference to the untrustworthy
2018 network meta-analysis in Lancet by Cipriani and colleagues’’* (see page 24).

Eccleston summarily rejected our appeal without a single relevant comment.

We appealed to Soares-Weiser whose reply can be translated as: Guilty! In a few sen-
tences, she claimed to have looked carefully at everything: “The comments obtained from
the open peer review process consistently indicated a lack of clarity regarding the review
methods proposed and, despite more than one opportunity to address this, the protocol did
not show sufficient evidence that this progressed ... having considered all the information,
my final decision is to uphold the rejection of the protocol.”

It was not an “open peer review process.” The 8t reviewer was anonymous, and we
could not even check if our hangman had unacceptable conflicts of interest.

This was a tragedy that showed that Cochrane, once a highly trusted and idealistic
organisation, has spiralled towards the ethical and scientific bottom and that its motto,
“Trusted evidence” is a joke. It is a self-serving juggernaut whose leaders do not care about
the ever-increasing workload they create for the unpaid volunteers who produce all the
wealth Cochrane has.””> As my wife has repeatedly pointed out, it is the amateurs’ paradise.

In March 2023, | sent a complaint to Karla Soares-Weiser about editorial misconduct in
an open letter.”’® | also complained to Cochrane’s CEO, Catherine Spencer, as Soares-Weiser
was conflicted in relation to my complaint. | asked some simple questions, which they
refused to answer, and they did not submit my complaint to a due process. | have described
the bizarre interactions | had with the Cochrane leadership in this matter elsewhere.””’
Briefly, they beat about the bush, just like the drug industry does when they have a problem.

It turned out that Cochrane has no mechanism for handling allegations of editorial mis-
conduct in an impartial manner, something all reputable journals have. My translation of the
message | got from Cochrane’s CEO was: “We don’t give a damn. We are beyond reproach.”

| complained to Wiley, the owner of the Cochrane Library. They replied that, “we do not
believe that the responsible handling Editors were acting in bad faith. Further, our investi-
gation reassured us that the Editor followed editorial policy consistent with Cochrane’s
policy.”

| also found out that, while we were being blocked from conducting our withdrawal
review for Cochrane, another group had submitted a similar protocol and was given the
green light to proceed, and in 2021 Cochrane published it.”’® The review was restricted to
adults with depression or anxiety, which is irrational. Moreover, the review did not include
trials comparing different withdrawal strategies, which we did, whereas it included many
flawed studies comparing abrupt discontinuation (cold turkey) with continuation, which are
of no interest.

The Cochrane review is 209 pages, the length of a full book, 23 times as long as our
review of 9 pages.””®

The Background section, 4239 words, was longer than most scientific papers and it was
full of irrelevant marketing hype and misleading statements, which | noted in my complaint
to Cochrane. To “prove” that the drugs worked, the authors cited the totally flawed review
by Cipriani et al., which did not find a clinically relevant effect (see page 24).
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The Cochrane review is unbalanced. It gives precise but misleading estimates of the
benefit in the form of NNT but does not offer similar estimates for the most serious harms.
This goes against the very ethos of Cochrane, which is to focus similarly on the benefits and
harms of interventions. The Cochrane review mentions suicidality in many places, but it does
not say that depression drugs double the suicide risk, both in children and adults.

The Cochrane review declared that continuation of antidepressant treatment reduces
the risk of relapse and recurrence by 50% to 70%. This is horrible misinformation.

One of the main aims in establishing the Cochrane Collaboration in 1993 was to assist
patients in their decision making. However, the Background section is about what doctors
think and the review is highly paternalistic. There is no mention that many patients want to
come off the drugs, which should have been the key motivation for the authors to do their
review.

There is no mention in the Background section that the tapering should be hyperbolic,
whereas the authors quote a 2009 NICE guideline that recommends a fast, non-hyperbolic
tapering, which they don’t criticise. When we started Cochrane in 1993, we were willing to
criticise the authorities. The current leadership wants to please the authorities and the drug
industry, which this Cochrane review demonstrates.

The abstract of the Cochrane review is 915 words, but states that “We cannot make any
firm conclusions about effects and safety of the approaches studied to date.”

Really? We made firm and useful conclusions in our review, which | published in a journal
whose editors are not morally corrupt and have the patients’ interests as their priority.”%° A
median of 50% of the patients succeeded to withdraw their depression pill, and the length
of taper was highly predictive for the success rate (P = 0.00001). All the studies confounded
withdrawal symptoms with relapse; did not use hyperbolic tapering; withdrew the depres-
sion drug too fast in a linear fashion; and stopped it entirely when receptor occupancy was
still high. The true proportion of patients on depression drugs who can stop safely must
therefore be considerably higher than 50%.

Maryanne Demasi and | explained what our review meant on a website.”8* When we first
published it on a preprint website, we noted an internal problem | had encountered,’®? and |
published a comment on the Mad in America website.’#3

Authors’ Note

Initially, the two researchers were Peter C Ggtzsche and the PhD student he had employed, psycho-
logist Anders Sgrensen. We submitted the review to a journal, which was very interested but asked
for a revision. Sgrensen promised to revise the manuscript but did nothing.

He did not respond to emails, never picked up the phone when he could see it was Ggtzsche who
called and ignored telephone messages. After a year, Ggtzsche lost his patience and updated the
literature search, added a new trial, responded to the peer review comments, and sent it all to
Sgrensen.

When Sgrensen continued to ignore Ggtzsche, he asked the journal for advice. The editor sug-
gested he drop Sgrensen and add a new author, as there was a new trial to consider.

Ggtzsche submitted the revision with Maryanne Demasi. Then, the editor of the journal succeed-
ed in making contact with Sg@rensen, who suggested his own changes, but sent them directly to the
editor, without copying Ggtzsche or Demasi.

Ggtzsche added Sgrensen’s name to the paper again, agreeing to most suggestions and resub-
mitted it to the journal. Then, again, S@rensen ignored all further emails from the journal, so we
were instructed to publish without him, because the rules stipulate than an author must approve the
final version.
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The Editor-in-Chief asked Ggtzsche to get Sgrensen’s signature confirming he was OK with not
being an author. This was an impossible task, since Sgrensen was now not responding to Ggtzsche or
to the journal. We sought to ensure that Sgrensen was in fact well, and we eventually established
that he had been active with other projects.

The Editor-in-Chief got cold feet and asked the journal’s ethical team. After this, we were told
they could not publish the paper.

The paper is highly important for psychiatric patients and for those who want to help them come
off their drugs, which is part of Sgrensen’s clinical practice.

It is unacceptable that a researcher is allowed to block publication of important research in the
general interest. Since the standard is that researchers are free to publish independently if they
cannot agree, we have decided to publish the review ourselves. A comment about our study and a
link to it will be provided on the website of Mad in America, which is the obvious place to go to for
those seeking reliable information about depression drugs.
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11 Censorship, denial and lies: How the psychiatric guild protects
their falsehoods

| have given numerous examples in the preceding chapters, and will give more below, of how
the psychiatric guild protects its false ideas about what psychiatry can do for people with
mental health issues. These examples constitute some of the most dubious censorship,
concealment, and suppression practices described in the medical literature for any specialty.
They involve tactics used to create a fake "consensus" around a narrative portraying mental
illnesses as hereditary, caused by brain abnormalities, being dangerous or worsening if left
untreated with drugs or electroshock, which are described as being safe and effective. The
consensus tactics include:

- writing misleading and sometimes dangerous guidelines

- propagating falsehoods about psychiatry in scientific journals

- demanding marketing hype for drugs to be inserted in Cochrane reviews.

- ignoring blatant biases in Cochrane reviews and promoting erroneous conclusions
- indoctrinating students by writing textbooks that are full of false claims

- propagating falsehoods about psychiatry to the public in the media

- lying about opponents in the media and scientific journals

- propagating falsehoods at public meetings

Censorship tactics used to silence any information that may contradict the fake narrative
include:

- preventing important research from being published in scientific journals

- preventing important letters to the editor t from being published in scientific journals

- delaying important letters to the editor for years before publication

- rejecting Cochrane reviews if the authors are not willing to praise the drugs

- censoring ads for drug withdrawal seminars from appearing in member journals

- preventing critics from speaking at meetings

- preventing critics getting critical sessions on the official scientific programme

- blocking critics from membership in professional associations

- dismissing or threatening to dismiss colleagues who use less or no medication or less or
no force and restraint

Psychiatry continues to survive by lying profusely. It circles the wagons very skilfully when it
is attacked, and cries "anti-psychiatry."

It is therefore no surprise that it is very difficult to get anything published in a psychiatric
journal that the psychiatric guild perceives as threatening for their business. Journal editors
are often on drug industry payroll and journal owners often have too close relations to the
drug industry, which may withdraw their support if the journals don’t further their marke-
ting efforts.

When Bob Whitaker gave a talk in 2019 at the inaugural symposium for my Institute for
Scientific Freedom, Scientific censorship in psychiatry, he presented two topics of great
importance for public health: “Do antidepressants worsen long-term outcomes?” and “What
do we know about post-SSRI sexual dysfunction?”’84 None of 13 and 14 pivotal studies,
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respectively, about these subjects had been published in the top five psychiatric journals, in
fact, it seemed that the top journals had never discussed these topics.

Bob has provided a list of important and large studies whose results were threatening to
the psychiatric narrative and were not mentioned in any US newspapers.’®> And when news-
papers do write about them, the story is usually misleading. An example is a study launched
by the WHO in 1969, which showed that patients with schizophrenia fared much better in
poor countries — India, Nigeria and Colombia — than in the USA and four other developed
countries.”® At five years, about 64% of the patients in the poor countries were
asymptomatic and functioning well compared to only 18% in the rich countries.

Western psychiatrists dismissed the results with the argument that patients in poor
countries might have milder disease. WHO therefore did another study, focusing on first-
episode schizophrenia diagnosed with the same criteria in ten countries. About two-thirds
were okay after two years in the poor countries versus only one third in the rich countries.

The WHO investigators tried to explain this big difference by various psychosocial and
cultural factors but didn’t succeed. The most obvious explanation was so threatening to
Western medicine that it went unexplored. Patients and healthcare systems in poor coun-
tries couldn’t afford psychosis pills, so only 16% of the patients were regularly maintained on
them as compared with 61% in rich countries.

When the New York Times wrote about this many years later, they reported that “schizo-
phrenics generally responded better to treatment in less developed countries.” This is hugely
misleading because treatments are different between poor and developed countries, and it
hides that psychosis pills and harmful while suggesting they are beneficial (see Chapter 5 on
psychosis).

Apart from avoiding the harmful effects of pills, there are other reasons why people with
schizophrenia fared so well in poor countries.”®” The illness is often seen as the result of
external forces, e.g. evil spirits, and people are much more likely to keep the sufferer in the
family and to show kindness, with an expectation of full recovery, which helps patients
recover and participate in social life again.

Psychiatry professor Giovanni Fava, whom | met at a meeting in Denmark where we both
lectured, found it so difficult to get results his peers didn’t like published, that he founded
his own journal, Psychotherapy and Psychosomatics. Another Italian psychiatrist, Giovanni
Fioriti, who has published five of my books in Italian and once invited me to dinner in his
home, launched a free access journal with no author fee, Clinical Neuropsychiatry.

The censorship in the media is also huge. When my first psychiatry book came out in
Swedish in 2016, the publisher invited me to lecture in Stockholm. | was interviewed by
journalists from the two major newspapers who were highly interested, but nothing was
published. Inger Atterstam from Svenska Dagbladet didn’t reply to my emails asking why,
whereas Amina Manzoor from Dagens Nyheter said her editor thought it would be too
dangerous to explain to Swedish readers that depression pills are harmful and can cause
suicide, because knowing this would somehow itself be dangerous!

There was a crack in the Swedish censorship, however, as a third newspaper, Afton-
bladet, allowed me to publish an article that filled the whole back page where | explained
that psychiatric drugs do more harm than good.’8®

The Finnish Medical Journal (Suomen Lédkdrilehti) also exhibited censorship in 2016. |
had published a paper on Mad in America that explained that our two systematic reviews
from the same year showed that antidepressants increase the risk of suicide and violence
at all ages, and not only in children and adolescents; that psychotherapy decreases the
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suicide risk; and that the clinical benefit of antidepressants is doubtful.”®? | concluded that
these drugs shouldn’t be used and that people with depression should get psychotherapy
and psychosocial support.

| submitted a Finnish translation of my paper, which was accepted. A month later,
however, the Editor-in-Chief, Pekka Nykdnen, rejected it without a valid reason.”®®
Nykdnen, a business journalist, violated the guidelines of the Committee on Publication
Ethics (COPE): “Editors should not reverse decisions to accept submissions unless serious
problems are identified with the submission.” | appealed but to no avail.

Next, | appealed to the journal’s owner, the Finnish Medical Association, and argued
that editorial misconduct can be equally serious as scientific misconduct and should not be
tolerated. | received a short mail from its CEO, Heikki Pdlve, who did not consider my com-
plaints and the lack of response by Nykdnen to my highly relevant questions. Instead, Palve
replied that he respected "the editorial freedom of the journal.” This was bullshit. It is not
freedom to violate internationally accepted guidelines; it is editorial misconduct.

In 2017, Bob published an article with the biblical title, Thou shall not criticize our
drugs,”* about a horrendously flawed review of the long-term effects of neuroleptics. The
authors claimed that there is no good evidence that antipsychotics worsen long-term
outcomes, while also claiming that there is good evidence supporting their long-term use.
They cherry-picked studies and dismissed studies that told of long-term harm to such an
extent that their review may serve as a case study of institutional corruption. Two groups of
psychiatrists submitted highly relevant letters criticising the review to the journal, American
Journal of Psychiatry - owned by the American Psychiatric Association, an organisation
solidly corrupted by industry money. The editor rejected both letters.

One of the review’s preposterous claims was that “It is possible that antipsychotics may
have deleterious effects on normal brain but protective effects in the presence of schizo-
phrenia-related neuropathology.” The critics noted that, “This explanation ignores the simi-
larity of the brain changes induced in animals to those seen in patients following long-term
antipsychotics ... Furthermore, it invokes the extraordinary assumption that there exists a
‘schizophrenia-related neuropathology’ which responds to D2 dopamine blockade in the
opposite manner to that of the brains of the remainder of humankind.”

When my book about organised crime in the drug industry was published in Spanish in
2014, | was interviewed by a journalist from the leading newspaper in Barcelona, La Van-
guardia. The interview was planned to fill the back page, which readers find more attractive
than the front page. It never appeared, even though the journalist was very enthusiastic
about it. | found out that there were unhealthy financial relationships between the news-
paper and the drug industry.

It is also very difficult to get critical documentaries on national TV. If you succeed, the
best parts have been removed to avoid getting too many complaints from the psychiatric
guild, the drug industry, or the Minister. | know that this is the case because | have appeared
in many documentaries and have talked with many frustrated filmmakers about it. Even after
they removed the most critical parts to suit producers, there were voiceovers telling the
audience, for example, that, “many people are being helped by antidepressants.” If so,
where are these people?

It can also be difficult to publish highly relevant books about the horrors of psychiatry. Silje
Marie Strandberg from Norway was bullied at school from age 12 and was admitted to a
psychiatric ward aged 16. She was diagnosed with moderate depression and was put on
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fluoxetine (Prozac), and the dose was doubled after three weeks, which, as | have explained
earlier, is insane, as it doesn’t increase the effect, only the harms, including the risk of death.

Silje started cutting herself, became aggressive, heard an inner voice, and got suicidal
thoughts. She was prescribed chlorprothixene, a psychosis pill, and three days later, she saw
a man with a black robe and hood who said she was about to die and ordered her to drown
herself in a river. She fought and cried when he spoke to her, said she didn’t want to die, but
he told her she didn’t deserve to live. She went into the river while crying she wouldn’t do it,
but thankfully came out again. These delusions were drug induced and stopped when she
came off the drugs.

Psychiatry stole ten years of Silje’s life, with serious self-harm and many suicide attempts.
She was put in restraints 195 times, was diagnosed with schizoaffective disorder, got electro-
shocks and was secluded.

After seven years of torment, she met a caregiver who saw the girl behind the diagnosis
and took care of her. This human effort is why Silje is alive and healthy today.

In 2016, Silje and her filmmaker, Inger Lene Stordrange, came to Copenhagen to film me
for a documentary about her life.”? The documentary is freely available. It is very good,
informative and deeply moving.

Silje had previously had an agreement with a book publisher, Psyk Opp, about what both
of them perceived was one of psychiatry’s success stories. | told her she had been seriously
harmed by psychiatry, which she accepted, but when her psychiatric “career” was no longer
a success story but a scandal, it was not possible to publish her book. She was not allowed to
tell the world that the drugs she was on had made her terribly ill, to the brink of suicide.

Silje was medicated by 95 different doctors and received 21 different drugs during her
psychiatric “career:” nine psychosis pills, five depression pills, four sedatives/ hypnotics, two
antiepileptics, and lithium.

Another story about censorship involved Danish Lundbeck that sells several pills against
depression and psychosis. A very moving Norwegian film, Cause of death: unknown, had its
world premiere at the Copenhagen documentary film festival, CPH:DOC, the largest in the
world, in 2017.7%3 It is about the filmmaker’s sister who was killed by her psychiatrist. He
overdosed her with olanzapine (Zyprexa) after first having turned her into a zombie. He was
so shockingly ignorant that he didn’t even know that olanzapine can cause sudden death.

| appear in the film and the filmmaker, Anniken Hoel, asked the organisers to put me on
the discussion panel. My name was the only one in the announcement: Medicine or
manipulation? Film and debate about the psychiatric drug industry with Peter Ggtzsche.

Seven days before the film was to be screened, | was kicked off the panel under the
pretence that the organisers couldn’t find a psychiatrist willing to debate with me. This was
not the real reason. It turned out that the Lundbeck Foundation, whose objective is to sup-
port Lundbeck’s business activities, had provided a major grant to the festival.

CPH:DOC never contacted me about it, even though | could have provided several names
of psychiatrists willing to debate with me.

The panel included Nikolai Brun, newly employed chief of staff at the Danish Drug
Agency after a long career in the drug industry that ended just before the film festival, and
psychiatrist Maj Vinberg whose benefactors included Lundbeck and AstraZeneca. She had
published utter nonsense about depression being hereditary and observable on brain scans
and was very fond of psychiatric drugs, which she seemed to know very little about.
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The panel debate was embarrassing. After 25 boring minutes, excepting the filmmaker’s
contributions, only five minutes remained. A former patient interrupted Brun, who had
talked endlessly, shouting: “Questions!” Many people in the audience had lost loved ones,
killed by psychiatric drugs, and they had become increasingly angry because the panellists
only discussed amongst themselves and didn’t want to involve the audience. There was time
for only three questions.

A woman asked why antipsychotics had not been taken off the market, as they killed
people. Brun replied he wasn’t an expert on psychiatric drugs and embarked on another
endless talk, about cancer drugs.

| then shouted: “Questions from the audience!” A young man said he had tried to come
off his depression pills several times without success and without any help from doctors. A
member of my staff later helped him withdraw.

The last question was posed by Anahi Testa Pedersen whose film about me and her own
experiences as a psychiatric patient had its world premiere in the same cinema seven
months later.”?* She asked why | was taken off the panel since | could have made a good
contribution and even appeared in the film. A festival spokesperson replied they had asked
“a lot of people,” but that no one wanted to debate with me. Anahi interrupted and named
a psychiatrist who would have liked to come. The spokesperson changed tactics and now
said that since the film was critical, there was no need for me; they needed someone to
debate the film’s messages. This was unadulterated bullshit.

In the middle of the endless fake excuses, someone in the audience shouted: “There is
no debate!” The spokesperson replied that they would invite me for “tomorrow’s debate,”
which | refused, as they had kicked me off from the world premiere of the film.

Seconds before the time ran out, | stood up and shouted (because | doubted, | would get
the microphone): “l am actually here. | debate with psychiatrists all over the world, yet | am
not allowed to do this in my hometown.” There was a big laughter and applause, but the
audience was angry. It was deeply insulting to them to show a film about a young woman
killed by an overdose of Zyprexa without allowing any of those who had lost a family mem-
ber in the same way to say anything. It was a brutal dismissal and a total prostration before
the power of Lundbeck.

Anahi wrote about the scandal in a magazine for journalists.”®®> She noted that before |
was removed, the organisers had announced there would be a sharp focus on the overcon-
sumption of psychiatric drugs and on whether drugs were the best treatment of psychiatric
disorders. After my removal, the focus was on the relationships between doctors, patients,
and industry, which couldn’t be a reason for removing me, as this was the subject of my
award-winning book from 2013.7%

CPH:DOC writes on its website: “We have many years of experience with sponsorship
agreements that cater to both individual enterprises and to the festival. All collaborations
are created in close dialogue with these individual businesses and are based on common
visions, challenges and opportunities.”

In response to Anahi’s article, Vinberg wrote in the magazine it was a pity that a debate
supposed to be about improving the future treatment of people suffering from a severe
mental disorder, schizophrenia, ended in a rather indifferent debate about individuals (me).
Her misleading statement was contradicted by her evasive responses during the panel
debate itself.

'”
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Another instance of censorship involved Danish public TV. Independent documentary film-
maker Janus Bang and his team had followed me for four years and wanted me to have a
central role in their documentaries about how awful and deadly psychiatry is. Janus ran into
a huge roadblock and needed to compromise extensively to get anything out on TV. Despite
this, he broadcast three interesting programmes in 2019, The dilemma of psychiatry,”’
which were shocking. For example, he followed a young man who the psychiatrists came
close to killing with their drugs.

But the public debate he so much wanted in order to have major reforms introduced was
totally absent. Psychiatry’s firm grip on society prevented this from happening.

| wasn’t allowed to appear at all unless a voiceover would say | am controversial. Janus
refused to accept this, and | agreed with his decision. “Controversial” is a derogatory term
that ensures the viewers will disregard everything you say, thinking you cannot be trusted.

Drug exports are Denmark’s biggest source of income, and there were embarrassing,
totally false voiceovers paying lip service to Lundbeck and the psychiatrists, e.g. that psychia-
tric drugs had revolutionised the treatment; that it may be necessary to use a potentially
dangerous mixture of psychotropic drugs to treat mental illness; and that there is no doubt
that antidepressants work.”%®

Journalists have told me that the reason Danish public TV doesn’t dare challenge psychia-
try or Lundbeck’s commercial interests is due to the pushback around two programmes in
April 2013.

| was interviewed in one of them, Denmark on pills, by comedian and journalist Anders
Stjernholm. The introduction to the programme mentioned a patient with massive side
effects of antidepressants; another, who lost his sex drive; and a third who was diagnosed
with ADHD by a psychiatrist who had never met him.”%

The overall message was that happy pills are dangerous and prescribed too often. But
the psychiatric empire hit back immediately. In an open letter to the board of the TV sta-
tion,%%° 92 specialists said they found it “deeply problematic that a public service channel has
seen it as its task to combat the use of a medication that is of crucial importance to the
health of many people.” They also noted that the programmes were “based on individual
statements and opinions from so-called experts, the most used of whom is a specialist in
internal medicine [me] and therefore has no experience with treatment of psychiatric
patients ... The broadcasts are a clear disavowal of the thousands of doctors who treat
patients with antidepressants on a daily basis. They must appear completely untrustworthy
when, for decades now, they have been prescribing medicine which, according to DR's
'experts,' is ineffective at best, dangerous at worst.”

In reply,®%! channel chief Michael Thouber noted that around 450,000 Danes use anti-
depressants; that the chairman of the general practitioners, Henrik Dibbern, had sounded
the alarm about this “hideously high number;" that psychiatrist Poul Videbech had said in a
TV interview that there were so few that had a depression requiring treatment that it can be
assumed that between 350,000 and 400,000 Danes used antidepressants without it being
the right treatment; that the OECD had pointed out that Denmark is in a dismal second place
in the consumption of antidepressant medication in a comparison between 19 European
countries; that, at the end of 2012, both doctors, psychiatrists and the Minister of Health
commented publicly that they found this alarming; and that some doctors are apparently
too quick to prescribe the medicine without providing proper information about side effects
and other forms of treatment.
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Child and adolescent psychiatrists complained that the programmes could harm children
with ADHD and noted that some parents had stopped a well-functioning treatment, which
they claimed “can lead to a worsening of the symptoms and cause major problems with
playing and socialising, participating in and benefiting from school education and causing
risky behaviour.”8%2 | was called a populist professor even though what | had said was cor-
rect, in contrast to their own views of what the drugs can accomplish, which are wrong (see
Chapter 4 on ADHD).

In a magazine for journalists, Videbech called the programmes a scare campaign that can
cost people their lives and added that he knew several examples of suicide after friends and
family advised the patient to drop antidepressant medication.8% He compared this with
advising patients with diabetes to drop their insulin, even though he, at the same time,
fiercely denied that he believed in the lie about the chemical imbalance (see page 13). As
noted earlier, Videbech’s view is that antidepressants protect children against suicide even
though the opposite is true.

One of the reasons why Videbech makes many errors is that he is unable to interpret the
scientific literature correctly.®% He has claimed, for example, that citalopram can heal the
destruction of brain tissue that depression causes,®% with reference to a totally unreliable
study where 32 depressed people got the drug for 8 weeks.8%

Videbech was angry that he had been left out of the programmes and complained about
it on Facebook and to Danish TV: “It became clear ... that they didn’t want real information
about these problems - something that the viewers could really benefit from - but instead
had picked in advance some views they sought to confirm.”

Videbech described how the journalist repeatedly asked him questions according to his
own agenda, which was that “antidepressants do not work;” “if they work, they cause
suicide;” and “when you stop them, they cause horrible abstinence symptoms.”

Videbech is regarded as a top figure in depression, a national icon, and he is often inter-
viewed. This gives him oracle status, which he uses to influence the public agenda and to
shape what people think about depression and depression pills.

| had documented for Stjernholm - who made the programmes, Denmark on pills - that
depression pills don’t work; that they increase the risk of suicide; and that patients can get
horrible withdrawal symptoms when they try to stop them.

There were many commentaries to Videbech’s article in the magazine. One noted that |
was correct that the media were uncritical and that many people had tried to warn against
psychiatric drugs but had been silenced or fired. This had of course also happened to me,
which | wrote a book about®” that | updated®®® because Janus and | are currently making a
documentary film about the affair, The honest professor and the fall of the Cochrane empire,
which we are resourcing through crowd funding.8%

Another commentator found it incredibly manipulative that Videbech claimed that
people had committed suicide after stopping their drug and had compared this with
diabetics needing insulin.

One noted that there were virtually no tapering programmes in psychiatry and that it
was solely up to the doctor’s opinion what to do, which resulted in lifelong medication for
many people.

One mentioned she was a member of a large support group helping people harmed by
psychiatric drugs, and that every time they tried to open a debate on this topic, they were
accused of not thinking about those who benefit from the medicines and were told that
their information could have fatal consequences.
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One wondered why we heard nothing from psychiatry about the suicides and suicide
attempts that the drugs cause: “Because it gets dismissed as non-occurring. Nevertheless, it
was on the list of side effects in the package insert of the medication | received. AND | felt
the impulse on my own body. BUT | was told it was my depression that was the trigger for
suicidal thoughts and plans. The strange thing about that was that the impulse came shortly
after | started on the drug ... But the conclusion from the doctor and others involved was
that my dose should be increased, which I luckily declined and decided to taper off the drug
on my own. That people change their personality totally - become aggressive and hot-
headed, paranoid, etc. - is also dismissed.”

Only four days after Stjernholm’s documentaries, also in 2013, journalist Poul Erik Heilbuth
showed a fabulous documentary, The dark shadow of the pill on TV.82° He documented in
detail how Eli Lilly, GlaxoSmithKline and Pfizer concealed that their depression pills cause
some people to kill themselves or commit murder, or cause completely normal and peaceful
people to suddenly start a spree of violent robberies in shops and gas stations they were
unable to explain afterwards and were mystified about. The pills changed their personality
totally. Heilbuth told the stories of several people who had killed themselves or others.

The background material (no longer available) noted that Professor Tim Kendall - the
head of the government body that advises all English doctors - called the theory of the
chemical imbalance rubbish and nonsense. Professor Bruno Miiller-Oerlinghausen - the
leader of the German doctors’ Medicines Commission for 10 years - called the theory insane.
Both professors said the theory was a pure marketing strategy for drug companies. Heilbuth
furthermore noted that the official Danish health website (written by Danish professors of
psychiatry) propagated the chemical imbalance nonsense.

Heilbuth had whistleblower Blair Hamrick in his film, a US salesman who said that their
marketing mantra to sell GlaxoSmithKline’s drug paroxetine (Paxil or Seroxat) was that it is
the happy, horny and skinny drug. They told doctors it will make you happier, you will lose
weight, it will make you stop smoking, it will increase your libido (it does the opposite) —and
that everybody should be on this drug.

The reactions to one of the most truthful films about psychiatric drugs ever produced
were fierce. An editorial in the newspaper Politiken condemned the documentary in a very
hostile fashion, and Heilbuth responded.®!! Politiken called his film “immensely manipula-
tive,” “sensationalism,” “merely seeking to confirm or verify the thesis that the programme
had devised as its premise,” and they called Miiller-Oerlinghausen a “muddled thinker.”

It looked to me as if Politiken’s editorial was written by Lundbeck. The “muddled thinker”
gave lectures all over the world, including at a symposium half a year earlier organised by
the Danish University Antidepressant Group. He was very clear and well-argued throughout
the film, and what he said was absolutely correct. David Healy was also one of the film’s
main sources.

In 2016, Videbech attacked Danish TV again, in his usual arrogant fashion, after its docu-
mentary, The healthy patients. He accused the programme of stigmatising people with
depression and not doing proper journalistic research,®? which wasn’t correct and was
rejected by the programme director.83

” u
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The media’s false narrative about psychiatry

With few exceptions, the media behave like the drug industry’s useful idiots, propagating
uncritically virtually any falsehood psychiatry can think of.

After decades of disappointment about the way the media depict psychiatric issues, |
finally had enough and wrote an article discussing the reasons behind the false narrative.8#

First, many journalists learn at journalism school that they should be balanced. But
“balanced” reporting often leaves the public confused. When both sides are given similar
prominence, people might conclude that the jury is still out even when the case is settled.
“Balanced” reporting makes people dumber than they should be.

Second, many journalists take psychiatric drugs and think they work, or they have friends
or relatives that take drugs, work for a drug company, or are psychiatrists. This can cause
journalists to react violently and go directly against the scientific evidence and the author-
ities” warnings. | have experienced countless vitriolic attacks on this basis. A journalist
triumphed in a tabloid newspaper with the headline: I take happy pills, otherwise | would be
dead !> She called me a life-threatening person, delusional, not in complete balance with
myself, one who might need to see a psychiatrist, and | should be ashamed of myself and be
deprived of my professor title: “My wish is that someone can stop the mad professor.”

Third, negative stories rarely get published, not even when the journalist is eager to
publish them. This is because many media are corrupt. Editors don’t want to lose advertising
income and they often have their own financial conflicts of interest in relation to the drug
industry.

Fourth, editors know they could make hell for themselves if they publish critical articles
or documentaries about drug harms. They might face a storm of protests from key opinion
leaders and questions might be raised in parliament, often via people secretly financed by
the drug industry. The editors fear offending consensus and buy the false argument that any
bad publicity about psychotropic drugs can cost lives, so the science is edited out in favour
of personal anecdotes, which are more convincing for readers than hard-core science.

Fifth, even though journalists often check if statements from politicians are true, they are
surprisingly uncritical towards statements from powerful people in healthcare. They don’t
realise that most leading psychiatrists have serious misconceptions about their specialty, and
that many lie bluntly about the facts.

Sixth, there can be substantial pressures from patients. Some are celebrities or journal-
ists hosting TV programmes, and they may be readily offended if their illness is not recog-
nised or if their drug use is questioned. Many journalists will feel obliged to accommodate
such people and to present their stories, often supported by their psychiatrists. They can
also be afraid of being seen as uncompassionate and don't have a ready answer to what an
alternative would be. They could remedy this by interviewing critics of psychiatry, e.g. from
the survivor movements, but often fail to do so.

When the media — rarely — do tell of a serious harm of a psychiatric drug, they follow a
standard script, which is that they must also praise the drug. This results in meaningless and
false marketing statements such as “despite their side effects, the drugs are worth taking,”
or “many people have been helped by them.”

A recent and typical example of media corruption was a 2023 report from BBC Scotland
about Dylan Stallan, who had never expressed suicidal thoughts before he started treatment
with sertraline for anxiety but committed suicide at age 18.81°

131



BBC misled the public saying that the effectiveness of antidepressants on under-18s is
not fully known and that there is “some” clinical trial evidence to “suggest” the drugs
increase the risk of suicide in young people. Not so. All the evidence, the placebo-controlled
trials, prove that the risk of suicide is increased.

Child and adolescent professor of psychiatry Bernadka Dubicka told the BBC about an
increase in suicidal thinking and self-harm in the first few weeks, and Anton Ferrie from the
BBC wrote that among the more severe side-effects were “suicidal thoughts.”

This is horribly misleading. Suicidal thinking and self-harm are relative mild events, but
the drugs double the number of suicides (see chapter on depression). Moreover, the suicide
risk is not limited to the first few weeks of therapy. People can kill themselves at any time,
particularly after a dose change.

Family doctor and sexual medicine expert, Dr Ben Davis, said that some people’s lives
had been saved by antidepressants. But these drugs don’t save lives; they take lives. They kill
people to such an extent that antidepressants may be the major killer among all drugs.?'”

| wonder why the media never mention that psychotherapy halves the risk of suicide.8'®
The obvious reason is that psychotherapists don’t corrupt the media, the psychiatrists or the
politicians with their money, which is what the drug industry does.

The BBC spoke to over 100 people and all of them reported side effects of some kind.
Why are these drugs then used? The sexual medicine expert said that one in two people will
have some difficulty with sex, and BBC described a man who lost his sex drive within 24
hours and is now asexual, with numbness in his genitals, which still persisted 12 months
after he stopped taking antidepressants. He has Post-SSRI Sexual Dysfunction (PSSD) and is
one of more than 1,000 people who are part of the PSSD Network that raise awareness of
the condition, which is not currently recognised by the National Health Service.

The bottom of journalism was reached when former First Lady, Rosalynn Carter established
the US Carter Center’s Guide for Mental Health Journalism, the first of its kind. The Carter
Center educates journalists to write flawed articles, uncritically repeating the misleading
narratives created by the drug industry and psychiatrists, and to never question psychiatric
diagnoses.?1?

Some of the “facts” journalists are urged to include are: “Substance use disorders are
diseases of the brain,” and the guide explains that “Although science has not found a specific
cause for many mental health conditions, a complex interplay of genetic, neurobiological,
behavioral, and environmental factors often contribute to these conditions.” This mumbo
jumbo is misleading. We know that people’s living conditions are more important than
anything else.

It is difficult to see much hope for America. When the Carter Center tells journalists to
ignore patients and listen only to psychiatrists, it is like telling Chinese journalists that if they
want to know what it is like to live under a dictatorship, they should not ask the people but
the Chinese leaders.

The ten myths in psychiatry that are harmful for the patients

In January 2014, | published an article in the newspaper Politiken, Psychiatry gone astray,®?°
which also appeared in English,®?! where | described ten myths in psychiatry that are

harmful for the patients:
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Myth 1: Your disease is caused by a chemical imbalance in the brain.
Myth 2: It’s no problem to stop treatment with antidepressants.

Myth 3: Psychotropic drugs for mental iliness are like insulin for diabetes.
Myth 4: Psychotropic drugs reduce the number of chronically ill patients.
Myth 5: Happy pills do not cause suicide in children and adolescents.
Myth 6: Happy pills have no side effects.

Myth 7: Happy pills are not addictive.

Myth 8: The prevalence of depression has increased a lot.

Myth 9: The main problem is not overtreatment, but undertreatment.
Myth 10: Antipsychotics prevent brain damage.

| ended my article this way:

“Psychotropic drugs can be useful sometimes for some patients, particularly in short-
term use, in acute situations. But after my studies in this area, | have arrived at a very
uncomfortable conclusion: Our citizens would be far better off if we removed all the psycho-
tropic drugs from the market, as doctors are unable to handle them. It is inescapable that
their availability causes more harm than good. The doctors cannot handle the paradox that
drugs that can be useful in short-term treatment are very harmful when used for years and
create those diseases they were meant to alleviate and even worse diseases. In the coming
years, psychiatry should therefore do everything it can to treat as little as possible, in as
short time as possible, or not at all, with psychotropic drugs.”

My article caused an outcry, spearheaded by the drug industry and their paid allies
among doctors and the media. But it also led to the biggest debate in Denmark ever about
psychiatric drugs. For more than a month, there wasn’t a single day without discussion of
these issues on radio, TV, in newspapers, or at psychiatric departments.

This was surprising to me. Half a year earlier, | wrote something similar in my book about
organised crime in the drug industry, in the chapter, Pushing children into suicide with happy
pills, but this did not result in any debate about psychiatric drugs:??

“How come we have allowed drug companies to lie so much, commit habitual crime and
kill hundreds of thousands of patients, and yet we do nothing? Why don’t we put those
responsible in jail? Why are many people still against allowing citizens to get access to all the
raw data from all clinical trials and why are they against scrapping the whole system and
only allow publicly employed academics to test drugs in patients, independently of the drug
industry?”

In my book, | wrote the exact same sentence about citizens being far better off if we
removed all the psychotropic drugs from the market. But this time, people reacted. The
same day my article appeared, Thomas Middelboe, chairman of the Danish Psychiatric
Association, lied bluntly in the same newspaper, on its website:823 Antidepressant drugs
protect against suicide.

| got the whole Danish establishment on my back, including the Director of the Board of
Health, Else Smith,%2* (who, however, thanked me the same day on the radio for having
raised an important debate),®?> the Danish Cancer Society and the umbrella Organisation of
the Danish Medical Societies. The chairman of the Association of General Practitioners,
Henrik Dibbern, supported me: “Peter is not a great diplomat. But it is also necessary to
shout loudly in this area. Even when he provided heavy documentation, he was often
ignored.”®26 The Minister of Health, Astrid Krag, called my article vulgar, stupid and dan-
gerous,®?” and the biggest patient organisation opined that | derailed the debate.??® Yet, the
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only thing | had done was to tell people the truth,®?° but this is not tolerated when the
subject is psychiatry.

A PhD in psychopharmacology, Jesper Tabias Andreasen, wrote that | was anti-psychiatry
and scared the patients away from taking their drugs. His headline was satiricial, that we
could remove all drugs - not only psychiatric drugs - and avoid all side effects.?3°

Like Andreasen, the press also ran amok and misrepresented what | had written to such a
degree that | needed to state that | had never argued that all psychiatric drugs should be
removed from the market.%3!

Kristian Villesen, editor of the newspaper Information, was one of the very few journal-
ists who understood the issues.32 He wrote that my article had provoked general practi-
tioners and psychiatrists so much that they deliberately failed to read the text properly,
which is why | was “exhibited as an advocate that no one should be given psychotropic
drugs. No sane person thinks that - not even Ggtzsche. His sharp rhetoric was obviously an
attempt to provoke the doctors to think about how much medicine they prescribe. The point
was that the doctors should get better - not that the medicine should be taken off the
market. People with a specialist medical training behind them should be able to see through
this - and of course they can.”

Editor of Politiken, Christoffer Emil Bruun, also saw through all the smoke and mirrors.833
Under the headline, Is there a normal Dane present?, he wrote that the explosion in drug
usage, which the Minister of Health, Astrid Krag, had said called on the attention of Parlia-
ment in Politiken in 2012, did not get the attention of the whole country before | wrote
about it. He criticised the psychiatrists for not having addressed what | wrote, e.g. about the
influence of the drug industry and that the diagnoses are not reliable. Instead, the psychia-
trists had claimed that there are more patients who need antidepressants and are not on
them than patients who are on them but don’t need them.

In his newsletter to the Danish Psychiatric Association, Middelboe repeated the false-
hood that | wanted to take all the psychiatric drugs off the market, which he said was life-
threatening.834

The absolute low point was delivered by Lars Kessing, Merete Nordentoft and Thomas
Middelboe who, on behalf of all professors in psychiatry and in child and adolescent psychia-
try, and the Danish Psychiatric Association, declared - without mentioning my name, just like
one was not supposed to mention the evil Lord Voldemort’s name in Harry Potter - that:83°

- there is no overtreatment of depression

- antidepressants work and prevent new episodes

- antidepressants reduce the risk of suicide in children
- antidepressants do not lead to dependence

- antipsychotics work and reduce the risk of death

- Open Dialogue does not work (for psychoses)

- exercise has no effect on psychiatric disorders.

Middelboe said they wrote the article because there are so many myths and erroneous
information about psychiatric drugs in Denmark. Which they then propagated themselves,
as all their claims were wrong. They didn’t see the irony of course, when they called me
extreme and unreliable.

134



| told Politiken that | needed to write another article because they had made so many
errors. | responded to the untruthful remarks in the article, Leading psychiatrists have still
gone astray.?3%

An editorial in an industry funded magazine said that “It is not possible not to admire the
courage, Peter Ggtzsche displays. The Cochrane boss is as popular in healthcare as Volde-
mort is in Harry Potter.”®3” My opponents often use my name in the titles of their articles,
which is a kind of harassment. This also happened this time. The magazine published a 7-
page article, Peter, the wolf: G@tzsche versus Gatzsche, which looked like an attempt at
character assassination.®3® Two full pages were a photo of one of my eyes:
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Child and adolescent psychiatrist Lisbeth Kortegaard provided a devastating criticism of the
article.?3 She called it mean and spin of the worst kind to compare me with a predator and
noted that she had observed how | was celebrated at the Selling Sickness meeting in
Washington DC and the Preventing Overdiagnosis meeting in Dartmouth in 2013.

Two months later, Lisbeth wondered why the psychiatrists continued their witch hunt
after me, noting that they should think about why one out of every 500 Danes considered
my article important.84°

In February 2014, 16 Danish professors of psychiatry responded to my article.®* Among
other things, they repeated the lie that treatment with neuroleptics increases longevity,
compared with no treatment.

Cochrane censorship, protection of psychiatry and industry, and my expulsion

In March 2014, the Danish Psychiatric Association’s attempt to character assassinate me
almost succeeded. They wrote to the two Cochrane groups dealing with schizophrenia and
depression, complaining about my article about psychiatry’s ten harmful myths.84? They
mentioned that | had been criticised by the Minister of Health, the director of the Board of
Health, the director of the Danish Patients Association, the president of the Cancer Society,
the president of the Danish Psychiatric Association and the president of the Organisation of
Danish Medical Societies.

They ended their letter by asking: “How do you, with the specific knowledge you have on
antipsychotics and antidepressants, respectively, evaluate Peter Ggtzsche’s statements as
presented in his article. We would be very pleased if you would take up the task of making
such an evaluation.”
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It wasn’t the task of Cochrane to evaluate what | had written. But its CEO, deputy CEO
and two other people in Cochrane’s leadership replied. They wrote: “Cochrane is treating
very seriously the points you raise concerning comments made by Professor Ggtzsche on the
use of psychotropic medication. | want to state [the inadvertent use of “I” shows that
Cochrane’s CEQ, journalist Mark Wilson, was the author of the letter] explicitly that these
are not the views of The Cochrane Collaboration on this issue and we do not endorse them.”
The letter noted | was speaking on my own behalf, which was correct, and as “part of the
promotional work” | conducted surrounding publication of my book about organised crime,
which was not correct.

| wasn’t consulted on their response and didn’t even know what was taking place. | was
in a jungle in Panama with my wife when this happened, surrounded by birds, tarantulas,
caimans, monkeys, butterflies and sloths, with little contact to the outside world.

| had no chance of defending myself. The news that my own organisation had denounced me
ran amok in the Danish media, and the psychiatrists celebrated their kill by reading aloud
Cochrane’s letter at the Danish Psychiatric Association’s annual meeting.

My newspaper article starts thus: “l have researched antidepressants for several years
and | have long wondered why leading Danish psychiatrists, including several professors,
base their practice on a number of erroneous myths, which are unfounded. These myths are
harmful to the patients, particularly since Danish psychiatry is extremely top-down con-
trolled. Many psychiatrists are well aware that the myths don’t hold and have told me so,
but they don’t dare deviate from the official positions because of career concerns. Being a
specialist in internal medicine, | don’t risk ruining my career by incurring the professors’
wrath and | shall try here to come to the rescue of the many conscientious but oppressed
psychiatrists and patients by listing the worst myths and explain why they are harmful.”

In my article, | referred to my book about organised crime.®** Wilson stated that, “The
views contained in this book are also not the views of Cochrane.” This showed that Cochrane
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was beholden to the drug industry. The comment was ridiculous. How could Cochrane’s CEO
have other views than mine on the drug industry’s well-documented organised crimes,
which he knew very little about? Furthermore, the psychiatrists had not referred to my
book, so why did he mention it? Obviously because he wanted to get rid of me, which he
succeeded in doing four years later.

Another sentence in Wilson’s letter was also not a response to an issue the psychiatrists
had raised: “We will be asking Professor Ggtzsche to share with Cochrane colleagues any
unpublished data that is not yet publicly available, so that it can be incorporated objectively
into new or existing Cochrane Systematic Reviews as appropriate; and then be seen and
evaluated by you [the Danish psychiatrists] and other specialists in the field.”

Wilson totally undermined my position as an independent and well-respected scientist. |
was not surprised that a journalist at Poljtiken interpreted this as meaning that | had now
come under Cochrane censorship and wouldn’t be allowed to publish anything unless it had
been approved by Cochrane headquarters.?**

Wilson’s letter was a threat to what | had built up over 30 years, including my centre,
which received government funding. The Minister of Health had declared publicly in January
that my person and the centre wasn’t the same thing,®*> which | and my senior researchers
interpreted as meaning that | could be fired. Very weird indeed, as | had simply pointed out
what is well documented and what many others had pointed out before me.

When | came back from the jungle to participate in Cochrane meetings in Panama City,
one of the four who signed the letter apologised to me. But Wilson just stared at me with his
cold, evil eyes.

Journalist Ole Toft from Altinget, the newspaper that broke the story, misrepresented
Wilson’s letter.84 The subheading stated that | did not have support “for a number of con-
troversial statements about the drug industry and the use of psychiatric medicines,” which
other journalists uncritically repeated, disappointingly even in the Journal of the Danish
Medical Association,®*” and which people interpreted as an acquittal of the drugs industry’s
crimes and a negative verdict about my book. Toft even fabulated that, “the organisation
doesn’t agree either with the views Peter Ggtzsche describes in his book where he compares
the business model of the drug companies with criminal organisations.” This was free
fantasy, and | documented in my book that Pfizer had been convicted of organised crime and
that other companies did business the same way. It was scary to see the extent to which
journalists distort their stories when they smell blood.

After this experience | felt like the senator in ancient Rome who said that people would
not succeed stabbing him in the back, as he had so many scars already that the knife would
not get through.

Some people in Cochrane’s leadership got cold feet and sent a letter to Altinget, explain-
ing there had been “misunderstandings.”®*8 It was too late. The damage was done and not a
single journalist admitted they had misrepresented Wilson’s letter, even though some of
what they had written was demonstrably untrue.

| published various rebuttals, including an article with a similar title as one of H. C. Ander-
sen’s famous stories, The Cochrane feather that became five hens,?*° which is about how
rumours become established truths when they are repeated often enough.

Outside the power circles, my paper about the ten myths was much appreciated.®° It
was translated into English, Spanish, Norwegian and Finnish, and many articles followed,
some written by psychiatrists who agreed with me. People in Norway and Sweden thanked
me for having started a debate that was impossible to have in their country, and | received
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hundreds of emails from patients that confirmed with their own stories that what | had
written was true.

One patient wrote that he was admitted with a first-episode mania, and although he
asked not to be treated with drugs, he was forced to take olanzapine. He tried to behave
well, fearing that he might otherwise not be released. At discharge, a psychiatrist declared
him cured and insisted that he should continue with the drug. He didn’t dare tell her that he
had spat out most of the pills in the washbasin but asked, for the sake of appearances, for
how long he should take the drug. For the rest of his life, she replied, because he had a
chronic disease, with a great risk of relapse, and he should not be afraid of the drugs’ harms.
The reason why he didn’t take the drug was that he had read my article. He has been well
ever since without drugs.

Psychiatry continued as usual, but many people told me that my books and articles saved
lives. They gave the patients the courage to stop their drugs against their doctor’s advice.

Ten months after my article, BMJ published a paper with views very similar to mine,?>!
but the authors did not become scapegoats for psychiatry’s failure to deliver.

It didn’t last long before Cochrane came after me again, and once again they ignored the
science and protected psychiatry’s guild interests and false beliefs, and the drug industry. In
May 2015, | gave a talk at the Maudsley debate in London and explained, also in an article in
BMJ, why long-term use of psychiatric drugs causes more harm than good.®>? | had informed
my Cochrane colleagues in advance of my article as a courtesy, but my kindness was not
returned. The same day my article appeared, Cochrane’s Editor-in-Chief, David Tovey, and
the three editors in charge of the three Cochrane mental health groups, attacked my scien-
tific credibility on BMJ’s website:8>3

“In summary, we are concerned that the picture painted by Professor Ggtzsche may be a
partial one, and that the extreme recommendations he makes based on his interpretation of
the published research are inappropriate, and insufficiently justified by the scientific litera-
ture presented, to guide decision making in practice or health policy.”

My colleagues stabbed me in the back instead of asking me about the issues they were
concerned about, which were all thoroughly documented in my book that appeared four
months later.2>* Several editors of other Cochrane groups told me they were dismayed that
the four editors had denigrated my research and my professional prestige by appealing to
authority. A news channel got it right: “Unable to counter Ggtzsche's arguments in any
rational or scientific manner, organized psychiatry, and, alas, members of the Cochrane
Collaboration itself, have disgraced themselves with suspiciously speedy and mendacious
denigrations of his work.”8>

The Cochrane editors’ rapid response appeared in BMJ even before the Maudsley debate
was over, and professor of psychiatry Allan Young used it his final remarks during the debate,
which was recorded,®® but the chair did not allow me to respond. Young claimed that my
BMJ paper had been rebutted by the Cochrane editors, which was not the case, and could
not be the case, as my position was solidly based on good scientific evidence while the
Cochrane editors’ rapid response was evidence-free and opinion based, which | explained
in my reply.2>” | also alerted the BMJ editors to the fact that Young - who defended psychia-
tric drugs in the debate - had not declared his conflicts of interest in relation to the drug
industry. Medical journals normally publish a correction alerting readers to the fact that an
author had failed to declare his conflicts of interest, but this didn’t happen. They protected
Young by inserting the missing conflicts into the text of the paper instead.
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My criticism of psychiatric drugs was the reason why Wilson considered me to be in bad
standing, as they say in gangster circles. Three years after the Maudsley debate, he ensured |
was expelled from Cochrane’s Governing Board, to which | had been elected with the most
votes of all 11 candidates, and expelled also from the Cochrane Collaboration. He even got
me fired from my job as director of the Nordic Cochrane Centre.8>®

Cochrane’s actions against me were widely condemned, e.g. in Science, Nature, Lancet
and BMJ.2>° My first book about Cochrane’s show trial against me was reviewed by child and
adolescent psychiatrist Sami Timimi:&°

“This book chronicles how an upside-down world is created when marketing triumphs
over science; where the actual target of a years-long campaign of harassment gets labelled
the guilty party ... The book stands as a detailed study in how organisations become cor-
rupted ... the most important institution left that could be trusted when it came to medical
science, has disappeared ... Indeed it was because Professor Ggtzsche was prepared to call
out the lowering of scientific standards in Cochrane that the hierarchy felt compelled to plot
his demise.

Ggtzsche ... created many of the methodological tools used by Cochrane reviews and has
never shied away from letting the data speak for itself, however unpopular the findings
might be ... Ggtzsche was, and is, an inspiration to those of us who want medical practice to
be as objective, free from bias, and safe as possible; but a threat to those who put commer-
cial matters, marketisation, and image as their primary concern.

Ggtzsche’s brilliance and his fearless approach earned him many enemies. He is one of
Denmark’s best-known researchers ... His work on psychiatric drugs showing how poor they
all are at delivering better lives for those who take them, at the same time as causing enor-
mous harms to millions, has earned him the ire of the psychiatric establishment at large,
including some Cochrane groups ...

Instead of congratulating Ggtzsche for ensuring the integrity of the science produced by
Cochrane, they began a challenge to this truth seeker for being ‘off message.” This book care-
fully recounts this dark period in medical science where a once trusted institution carried
out one of the worst show trials ever conducted in academia. The CEO and his collaborators
went about their task in a manner that mirrors how the drug industry operates ...

After his expulsion from Cochrane ... four members of the board walked out in protest.
Leading medical scientists from all over the world expressed their solidarity with Ggtzsche
and outrage at what Cochrane had done. They universally praised Ggtzsche as a tireless
advocate for research excellence, a fearless critic of scientific misconduct, and a powerful
opponent of the corruption of research by industry interests, and criticised the unsupport-
able actions of Cochrane. History will recount this as the death of Cochrane rather than the
whistleblower.”

Deadly psychiatry and organised denial

| published my first psychiatry book, Deadly psychiatry and organised denial, on 31 August
2015.8%1 When it came out, there were two articles in Politiken,®®? and | was interviewed by
both Danish TV stations. Two weeks later, it was the second most sold non-fiction book in
Denmark.
The book has appeared in nine languages and was praised by psychologists, other people
from the caring professions, lay people, patients, and journalists.®6®> When | was interviewed
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by a science site, they included a drawing my 10-year-old daughter Pernille had made about

Pippi Longstocking carrying a horse. The idea was that, when she could to that, | could also
864

change science, which was the title of the article.

Readers of the newspaper Berlingske nominated me for "Dane of the Year" in 2015 where |
ended in top ten. | was invited to the award ceremony where | met with the Prime Minister,
Lars Lgkke Rasmussen, who said he appreciated my work with drugs. Eske Willerslev, our
world-famous DNA researcher, who has documented many historic migrations of people
including that the American Indians came from Siberia and that the Danes came from
Caucasus, also appreciated what | did. He offered to give a lecture at my centre, which he
subsequently did.

Under the headline, I call a spade a spade, a journalist explained why | had been
nominated:#5°

"In particular, he has drawn attention to the harmful treatment methods of psychiatry
with his book 'Deadly psychiatry and organised denial.' He has thus made a very significant
contribution to public education and to a debate, which has been much needed ... Professor
Peter C. Ggtzsche is fighting a tireless fight for medicines to be used correctly ... Like no one
else, he has started a vital debate about overmedication.”

My work for the patients was so much appreciated that | became Protector of the Danish
Hearing Voices Network the following year.

A patient very aptly called his article Psychiatry: Doctors without borders.2%¢ Another
person wrote that | would go down in history for daring to show that the Emperor was
naked, and that, in the best of all worlds, a book like mine would lead to big and compre-
hensive changes; yet another hoped for a more humane care with less dogmatic medicine
but doubted it would happen.2¢’

Psychologist Svend Brinkmann noted that if | was correct, psychiatry needed to be radi-
cally changed, without delay.26®

Doctor of philosophy Ivar Mysterud wrote that my book is probably the most important
one that is critical of psychiatry.8%° He liked my direct style and noted that if we want to
revolutionise psychiatry, we cannot treat people with verbal silk gloves. He found that when
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traditional psychiatrists had tried to dismiss my criticism as erroneous, | had presented their
arguments and crushed them through incisive analyses.

Psychologist Hans Peder From wrote that one of his clients was so medicated that she
slept all the time, was unable to take care of her child, and just wanted to get a disability
pension.8’? He convinced her to taper off her medication and she became a competent
mother with a full-time job.

His wife was also overmedicated and couldn't do anything. It was difficult for him to
persuade her to come off the drugs because her psychiatrist was very much against it. When
his wife asked for some literature on recovery, it turned out that the psychiatrist had never
heard of this. And when they investigated if it made sense to try to get a new psychiatrist,
they were told that she was the most modern and progressive of the staff.

The tapering was extremely hard, with violent nightmares, and he had recurring discus-
sions with his wife. Was the psychiatrist right that she would always be sick? Or was he right
that she could do much better?

His wife can still become psychotic in stressful or emotionally charged situations, but this
was also the case when she was drugged, and she is doing much better now. As he says, in
biological psychiatry, there is no ambition to make people healthy. They aim for well-medi-
cated or well-regulated patients, which is just a nice way of saying you've created another
chronic patient.

A client told him about her brother: His psychiatrist had said he was schizophrenic and
had to take medicine for the rest of his life. This was the last conversation she had with her
brother before he killed himself. From says that people with mental illness can fully or par-
tially recover, but not when the treatment system robs them of all hope.

As expected, my book was forcefully attacked by the establishment. Allan Flyvbjerg, Dean at
Aarhus University, opined that it is downright harmful for psychiatric patients when a high-
profile researcher like me comes up with “biased and rigid attacks on the usage of drugs in
psychiatry.”®’! In his view, the road to a better psychiatry was clear: New and more targeted
psychiatric drugs, and he praised the Lundbeck Foundation for a big grant exceeding 240
million Danish kroner.

In my reply to Flyvbjerg’s article, | noted that, given he was an endocrinologist, he should
have been concerned that many patients treated with neuroleptics become obese and
develop diabetes and cardiovascular diseases.?”?

Top psychiatrists denigrated my book and routinely lied about what | had written. Torsten
Bj@rn Jacobsen, chairman of the Danish Psychiatric Association, published a pathetic and
untruthful review in our medical journal.8’3 He claimed that | believed that suicide and
psychoses would not occur if it were not for the abuse in psychiatry; opined that | had no
expertise in psychiatry; that | quoted selectively; and that my style was implacable.?7*

Well, if you want to achieve changes in psychiatry, you need to be clear about what you
say. And not being a psychiatrist (the “you are not one of us” argument) is not a valid argu-
ment. You don't have to be a banker to have a qualified opinion about the 2009 financial
crisis. And when | document how ineffective and harmful psychiatric treatments are, | use
research done by psychiatrists and supplement it with my own research.

Poul Videbech was behind a headline in Politiken saying, “I have had patients hospitalised
who stopped taking medication and attempted suicide because of the debate that was going
on."87> He called it unethical not to treat severe depression with antidepressants because it
increases the risk of suicide not to treat and the risk that the depression becomes chronic
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and impossible to cure. The truth is the opposite. Depression pills double suicides and make
depression a chronic condition.?”® (see also page 153)

Raben Rosenberg called it an unethical, monomaniac, anti-psychiatry crusade against
psychiatric patients and opined that | was unable to interpret the scientific literature.®””

Pernille Lundqvist claimed on Facebook that my articles and books were devoid of
evidence, which she opined was why the debates were derailed.

In an article called, Peter Ggtzsche as today’s crusader, Mads A Meldgaard Madsen
claimed that drugs are an absolute prerequisite for conversations, care, professional help
and recovery, in contrast to the evidence.?’8

Psychiatrist Henrik Day Poulsen claimed | was the leader of an anti-psychiatry movement
and that drugs prevent suicide and violence and increase the quality of life substantially. He
found it dangerous to have an academic discussion and ignore clinical experience!8”®

John Hagel Mikkelsen claimed | was totally ignorant about psychiatric disorders and their
treatment and that his 25-year clinical experience told him that seriously ill patients with
psychosis or depression come back to life with the help of antipsychotics or antidepres-
sants. 80

A Finnish psychiatrist called his book review Anti-psychiatry 2.0 in the Finnish Medical
Journal 881

Swedish professor of psychiatry Mikael Landén wrote an extremely mendacious book
review in the Swedish Medical Journal entitled, Ggtzsche's book is the opposite of scientific
honesty .88 Landén’s claims are free fantasy, and the reader comments to his review are
interesting.®83

| have never said that:

- psychiatric drugs have no positive effects at all

- they "regularly" drive people to murder and suicide

- it is doubtful whether mental illness exists

- voice hallucinations are normal

- if only the patients were freed from the psychiatric web, mental illness would disappear
- it is a myth that Alzheimer's is a brain disease

Landén's lies were brutal: "His only explanation for the fact that psychiatric drugs have been
shown to have effects in studies, and are used, is corruption and conspiracies." It is also a lie
that | do not provide references when | conclude that some psychiatrists are corrupt. | give
many references and mention names, for example Anders Forsman from Sweden and Joseph
Biederman, with references to the corruption.

Landén claimed that I did not document that about half of the psychiatrists lie to their
patients. But | write on page 8 in the book: "One sign that psychiatry is in deep crisis is that
more than half the patients believe their mental disorder is caused by a chemical imbalance
in the brain. They have this misperception from their doctors, which means that more than
half the psychiatrists lie to their patients."

Landén claimed that | do not have compassion for those who suffer from mental iliness
and that as an anti-psychiatric knight | am not interested in the suffering and disability that
mental illness leads to in everyday life for many fellow human beings.

Landén was happy to discuss, but only with "people who have at least rudimentary
knowledge of psychiatry and some small compassion for those affected."

Landén said he learned nothing from reading my book. | consider this impossible.
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Several psychiatrists felt Landén had written an excellent book review and agreed that |
was “anti-psychiatry,” whereas child and adolescent psychiatrist Sven Roman wrote that if
only a fraction of what | had written was correct, psychiatry was a gigantic scandal.

This was a defining moment when Swedish psychiatry revealed itself.

A few psychiatrists did not delude themselves. Jens R Bang noted that his colleagues had not
been able to counter my arguments with reference to concrete research and he called for an
academic debate: Evidence-based psychiatric treatment, what else 788

Retired psychiatrist Frits Schjgtt wrote that my book was not encouraging reading, but if
we hoped to wrest the poor people with psychological problems out of biological psychiatry
and the mafia claws of the pharmaceutical industry, there was no other way.%# He wished
he had known what my book had taught him 40 years ago, which would have been good for
his patients and for his self-esteem in his retirement, but “we needed an independent
researcher in the new millennium to open our eyes.”

Stuart Shipko from California wrote on Mad in America®8 that my book “brings up an
important and complex issue. How do psychiatrists get up in the morning and damage
people all day long while pretending to help them? The book is elegantly referenced —and |
encourage everyone who practices thoughtful psychiatry to read it, because you need to be
much better educated to practice high-quality mental health than you do to act as a dis-
pensing machine. Ggtzsche is absolutely right; on all levels psychiatrists are in denial about
the damage that they are doing to patients ...

Even taking cognitive dissonance into consideration, psychiatrists can surely see what is
in front of their eyes. | remember years ago when Risperdal - the new miracle antipsychotic -
came on the market. The first patient | gave it to gained about 60 pounds in just six weeks ...
| have never prescribed Ritalin or other stimulants for children ... How can a doctor fail to
notice stunted growth that makes a 12-year-old look like a 9-year-old? How can a doctor fail
to notice all the tics and twitches? ...

Patients complained all the time about sexual dysfunction continuing long after stopping
SSRIs. Pharmacists know about this problem. Patients are well aware of this problem.

| recall an attorney who was having mild depression related to financial difficulties. He
was given samples of Paxil for a month or two, until | ran out of samples. He was unable to
afford the prescription. Three days later he attempted suicide. One patient of mine in thera-
py for panic attacks with no depression was convinced by her daughter to get an SSRI from
her family doctor. She hung herself from a stairway in her house a few days later ...

When | see patients for second opinions about what is usually an unnecessary cocktail of
drugs for a diagnosis of bipolar disorder, despite the fact that the patient never had a manic
or hypomanic episode, | often ask a Socratic question. | ask them to visualize their psycho-
pharmacologist, and ask themselves whether they would buy a used car from this person.
Most patients laugh — and say that they would not. So why trust your life to this person?”

No hope for biological psychiatry: It must be stopped

In 2005, Steven Sharfstein, president of the American Psychiatric Association, wrote that
“Pharmaceutical companies have developed and brought to market medications that have
transformed the lives of millions of psychiatric patients.”®7 Sure, but not for the better. He
even claimed, contrary to the evidence, that “Big Pharma has helped reduce stigma asso-
ciated with psychiatric treatment and with psychiatrists.”
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In 2011, prominent psychiatrists wrote:8 “Persistent, untreated depression produces a
type of neurodegenerative disorder, associated with synaptic changes ... Similar to poor
control of blood sugar in diabetics, poor control of symptoms in Major Depression is asso-
ciated with worse long-term outcome and greater overall disability ... antidepressants
prevent relapses ... 53% of the placebo patients relapsed, whereas only 27% of drug-treated
patients relapsed ... After the FDA issued a black warning against antidepressants ... there
has been a concomitant increase in actual suicide ... There have been concerns regarding
whether certain antidepressants may cause suicides. We now know this is a myth largely
fuelled by the media ... Newer studies of children do not confirm an increase in suicidal
ideation ... Naturalistic studies show that the incidence of the suicide rate tends to go down
as the incidence of antidepressant treatment goes up.”

All of this is harmful nonsense, and it is strange that Stefan Leucht, who has published
much good research and is an editor in the Cochrane Schizophrenia Group, co-authored this.
It shows that even the best psychiatrists may suffer from collective delusions and denial.

A 2012 newspaper article written by four leading Danish psychiatrists called Behind the
myths about antipsychotics was similarly tragic.88° They wrote that most patients suffering
from schizophrenia have disturbances in the dopamine system; that the genes are by far the
most important cause (about 70-80%); that large international registry studies show that
patients who are not treated with psychosis drugs are at higher risk of dying prematurely
than those who are treated; that numerous studies have documented that the risk of new
psychotic episodes and a more severe course of the disease is increased if patients stop
taking the drugs; that there were no indications that polypharmacy with psychosis drugs
increased mortality in their own study; and that large register-based studies in Denmark and
Finland show that concomitant treatment with several drugs does not increase mortality.

Yet again, all the claims made by prominent psychiatrists were totally wrong.

In 2020, the Danish Psychiatric Association published a 21-page leaflet, Make psychiatry
healthy. The Association wanted more money and more of the same, which would only
make psychiatry sicker than it already is.8%° The leaflet noted that the number of patients
had increased from 110,000 to 151,000 in just eight years. There was nothing about over-
diagnosis or that one of the main reasons why seriously ill patients live substantially shorter
lives than others is the treatment the psychiatrists provide to them, often against their will.
They claimed that 74% of the forensic psychiatric patients received inadequate psychiatric
treatment in the period before they committed the crime and that crimes can be reduced by
better treatment. No drugs can reduce crimes unless you make zombies out of the patients
with neuroleptics. Psychiatric drugs increase the risk of violence.?%!

Regarding a tragic case in which a mentally ill man killed his psychiatrist with a knife, the
chairman of the Danish Psychiatry Foundation, Torsten Bjgrn Jacobsen, stated in a news-
paper that when people with mental illness commit crimes, including murder, it is in the vast
majority of cases because of insufficient treatment. | explained that this was not correct.%?

Psychiatric textbook authors are preoccupied with telling the students that psychiatric
disorders are hereditary. Obviously, this gives the specialty prestige. It makes it look more
scientific to claim that the disorders are in the genes and can be seen in a brain scan or in
brain chemistry. There was a lot of detail about genetic research in the textbooks but none
of it was correct.?%3 The many twin studies have been debunked, but even if they were true,
it would have no clinical consequences, as we cannot change our genes.
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When | was young, the narrative was that 10% of children who had a parent with schizo-
phrenia would become schizophrenic, and people were understandably worried they might
be next. Even today, websites claim that the risk is 10-15%,%°* and the misinformation can
be much worse. A 2022 article in Nature by the Schizophrenia Working Group of the
Psychiatric Genomics Consortium mentioned, as the first sentence in their abstract, that
“Schizophrenia has a heritability of 60—80%, much of which is attributable to common risk
alleles.”®% Yet, in another article by this group, which is very difficult to comprehend, the
genes appeared to explain only about 2% of the risk that a person will be diagnosed with
schizophrenia.?% Thus, 98% of the risk must be because of something else, most notably
trauma, where there is a clear dose-response relationship.2%’

Yet, many billions of dollars have been wasted by the NIMH on finding genes predis-
posing to psychiatric diseases and on finding their biological causes. Even though the many
gene studies have not come up with anything,®® the mad hunt for the Loch Ness monster
continues. Since 1996, the NIMH directors, Steven Hyman and Thomas Insel, have trans-
ferred funds from clinical research to basic research projects, especially genetic studies, so
that very few clinical trials are now carried out.?%° The current director, Joshua A Gordon,
claims that investing heavily in basic research will ultimately lead to better treatments. We
know that this is not true.

It is harmful to tell the patients that their disorder is hereditary, as it takes away their
hope of becoming normal again. If instead the psychiatrists focused on the environment the
patients live in and the traumas they have experienced, there would be hope of recovery, as
the environment can be changed, and traumas can be treated with psychotherapy.

In contrast to the psychiatric leaders, the public is convinced that madness is caused
more by bad things happening than by genetics or chemical imbalances in the brain.?%° The
spending of enormous amounts of money - largely by drug companies - to teach the public
to think like biologically oriented psychiatrists has led to more discrimination, more drugs,
more harms, more deaths, more people on disability pension, and greater costs for society.

A major risk factor for becoming depressed is living a depressing life you feel you cannot
escape from. However, there was very little information in the textbooks that environmental
factors, traumas, other psychosocial factors, poverty, discrimination, and other poor life con-
ditions, can be important for mental health. When | examined claims that psychiatric dis-
orders are caused by brain abnormalities, | consistently found that the research in support of
the claims was unreliable.*°!

Sadly, one of the most important studies | have come across in my whole career is vir-
tually unknown. Studies of people that have not been randomised but have chosen them-
selves what to do, e.g. to exercise or not, are called observational studies. Such people differ
in many other respects, and it is therefore common to adjust for baseline differences with
statistical methods. However, statistician Jon Deeks showed that it is not possible to adjust
reliably for baseline differences. Ingeniously, he used raw data from two randomised
multicentre trials as the basis for observational studies that could have been carried out. He
found that the more baseline variables we include in a logistic regression, the further we are
likely to get from the truth.%®2 He also found that comparisons may sometimes be more
biased when the groups appear comparable than when they do not. He warned that no
empirical studies have ever shown that adjustment, on average, reduces bias.

Many false claims in psychiatry are derived from observational studies, which is why it is
important to know about Deek’s study.
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Another general problem with the textbooks was that the psychiatrists protected their
guild interests and their industry benefactors by not mentioning that the drugs they use can
cause the disorders they try to treat, other disorders, or serious harms. For example, they
avoided commenting on the well-known studies that found that psychosis pills shrink the
brain in a dose-related fashion and that the disease cannot explain these changes.’® Some
authors claimed that untreated psychosis increases the loss of brain volume; that it is likely
that psychosis pills can offer some protection; and that prolonged untreated depression may
cause brain atrophy. There is no reliable research in support of these fantasies.

Strangely, ADHD - one of the most controversial diagnoses in medicine - was claimed to
be one of the psychiatric disorders with the strongest evidence for a neurobiological etio-
logy, with aberrations on brain scans (which isn’t correct, see the chapter on ADHD). Even
anxiety disorders were claimed to be visible on brain scans, which normalised on successful
treatment. This is a tautology like: It will rain tomorrow, or it will not rain. If the brain scan
was not normalised, the treatment was not effective.

The fact is that brain scan studies are extremely unreliable. You can get any result you
want. One researcher found that there were 6,912 unique ways to analyse the data - and
scientific misconduct is common.?®* When the Editor-in-Chief of Molecular Brain requested
to see the raw data in 41 of the 180 manuscripts he had handled, only one survived; 21
manuscripts were withdrawn by the authors, and he rejected a further 19 “because of
insufficient raw data.”%

Child and adolescent psychiatrist Sami Timimi explains in his book Insane medicine that
psychiatry ignores much of the genuine science and instead supports and perpetuates con-
cepts and treatments that have little scientific support.?°® He calls this scientism. Psychiatry
likes to talk in the language of science and treats this as more important than the actual
science, which is exactly what practitioners of alternative medicine do.

In Sami’s debates with fellow psychiatrists about the evidence, three defenses are
common. The first is the use of anecdote - such and such a patient got better with such and
such a treatment, therefore, this treatment works. The second is an appeal about taking a
“balanced” perspective. But we get our ideas on what is balanced from what is culturally
dominant, not from what science tells us. The third is that when molecular genetics has con-
sistently failed to produce anything about diagnoses being related to specific genes, we are
told that the area is “complex.” According to philosopher Harry Franklin this is bullshit.9%7

Humans do not like uncertainty, which is in our genes, as indecision decreases our chance
of survival. It is a curious trait of human psychology that once you have made up your mind,
even when you were in serious doubt, you will vigorously defend your position when some-
one proves that the other option was the correct one.?°® People who spread misinformation
may therefore spread their false ideas even more forcefully and uncompromisingly when
confronted with irrefutable evidence that they are wrong. Psychiatrists also need to stick to
their false ideas about diagnosis and treatment to preserve the way they practice. As Upton
Sinclair said, “It is difficult to get a man to understand something, when his salary depends
on his not understanding it.”

| have told students®® that if they ask questions to their teachers based on my Critical
Psychiatry Textbook,%*° they might be fobbed off with replies like, “Ggtzsche? Never heard
about him” (even though they know who | am), “Don’t waste your time on him,” “Is
Professor Ggtzsche a psychiatrist? Has he ever managed psychiatric patients? How can he
judge what we do?” Or they will say | am an anti-psychiatrist, which is silly. We have never
heard of an anti-cardiologist, and you are not an anti-mechanic because you criticise poor
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repair work on your car. Students should not accept such replies but always ask for the
evidence.

| wrote my Critical Psychiatry Textbook hoping | might influence students of psychiatry
before it is too late, and they have accepted the false narrative.

The many erroneous and misleading statements | found cannot be explained by the
advent of new, important knowledge, as the publication dates for the textbooks are recent,
from 2016 to 2021.

The textbook authors were heavily influenced by the drug industry. For example, they
never spoke of harms of drugs, only “side effects,” which is a euphemism. All textbooks used
industry jargon and talked about first-, second-, and even third-generation pills; some
neuroleptics were called atypicals and some were called modern, suggesting you are
outlandish if you prefer older drugs. As the drugs within these arbitrary classes are widely
different in their effects, it is meaningless to divide them this way. There wasn’t a single
remark in the textbooks that off-patent drugs should be preferred because they are vastly
cheaper and not any worse than patented drugs. It was as if health economics was
something you could only find on the Moon or in excavations.

It is a bit amusing that psychiatrists say that psychiatric patients have no insight into their
disease when they themselves have no insight into what their specialty does to people. |
have experienced that very few psychiatrists understand the basics in clinical research. They
therefore cannot assess what they read critically but do what their leaders tell them to do,
which is what the industry wants them to do.

One reason why psychiatry is so harmful is that almost all placebo-controlled trials of
psychiatric drugs are flawed, and most Cochrane reviews and other systematic reviews of
such trials are also flawed, as they are not sufficiently critical.®*! Furthermore, when
depression trials and other trials have a statistically nonsignificant primary outcome, there is
often spin on the results, which gives the readers the impression that the drugs were
effective nonetheless.%1?

Another reason is that the outcomes are assessed on meaningless rating scales people
trust at face value instead of asking for outcomes that matter such as returning to a normal
life. To claim that a reduction of symptoms of emotional pain on a rating scale is proof of
efficacy is like claiming that aspirin can heal a broken leg because it reduces physical pain.

The American Psychiatric Association’s disease manual, DSM-5, states that major depres-
sion is present when the patient exhibits at least 5 of 9 symptoms that “cause clinically signi-
ficant distress or impairment in social, occupational, or other important areas of function-
ing.” Given how the disorder is defined, it makes no sense that drug trials don’t use such
outcomes. Over a thousand placebo-controlled trials have been carried out, but | have not
seen any that reported if depressed patients came back to a normal productive life. The
same applies to other psychoactive drugs.

A score on a rating scale cannot tell us if the patient is well. The popular Hamilton
depression scale contains items that are not specific to depression, e.g. sleeping difficulties,
anxiety, agitation, and somatic complaints. These symptoms are likely to respond to the
sedative effects of many substances, including alcohol, opioids, psychosis pills and benzo-
diazepines, but we do not call them antidepressants. Using this scale, even stimulants like
cocaine, ecstasy, amphetamine, and other ADHD drugs could be called antidepressants.
Almost everything could.’*3
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Yet another reason why drug effects have been much exaggerated is that, in most trials,
the patients were already on a drug like the one being tested. When they are randomised to
placebo, some of them develop withdrawal symptoms that often mimic disease symptomes.
Thus, the new drug outperforms placebo in patients who have been harmed.

The lack of blinding is also important. Because of the conspicuous side effects of psychia-
tric drugs, some patients, and their doctors, know who is on drug and who is on placebo,
and the small differences recorded on a rating scale can be explained by this bias.?4

Because of these biases, drug companies can show that their drugs “work” for virtually
everything, and investigators may report positive effects that only exist in their imagination.

This occurred in a famous trial of 344 newly admitted patients with schizophrenia funded
by the NIMH in 1964,°%> which is still highly cited as evidence that psychosis pills are effec-
tive. The investigators reported, without offering any numerical data, that phenothiazines
reduced apathy and made movements less retarded, the exact opposite of what these drugs
do to people, which the psychiatrists had admitted a decade earlier.'® The investigators felt
the drugs should no longer be called tranquillisers - which is what they are - but antischizo-
phrenic drugs.

The real reason that psychosis pills were hailed as a great advance was because they kept
the patients docile and quiet, which was very popular with the staff in psychiatric wards.*” It
was a huge conflict of interest that the same staff evaluated whether the patients had
improved or not, which clouds psychiatric practice and research even today.

Drug agencies should not have approved psychiatric drugs based on flawed evidence. But
they don’t care. We have documented that their guidelines for psychiatric drug trials are
deficient.?*® The recommended designs are for trials of short duration; with restricted trial
populations; allowing previous exposure to the drug; and often recommending rating scale
efficacy outcomes.

To find out for how long patients should be advised to continue taking their drugs, so-
called maintenance studies, also called withdrawal studies, have been carried out. They are
highly misleading because of cold turkey effects. A meta-analysis of 65 placebo-controlled
trials found that only three patients needed to be treated with psychosis pills to prevent one
relapse after one year, but the apparent benefit of continued treatment with psychosis pills
decreased over time and was close to zero after three years.*®

When follow-up is longer, it turns out that discontinuing psychosis pills is best. Nonethe-
less, two psychiatric textbooks noted that some or most patients with schizophrenia will
need lifelong treatment.®?° It is really bad medicine to keep the patients on their toxic drugs
for years or lifelong based on the false belief that this improves their prognosis. There is only
one appropriately planned and conducted long-term maintenance trial, from Holland.??!
Patients who had their dose decreased or discontinued fared much better than those who
continued taking drugs: 40% versus 18% (P = 0.02) had recovered from their first episode of
schizophrenia after seven years of follow-up.

A recent withdrawal trial from Hong Kong was totally misleading.®?? There was nothing
about their tapering scheme, but an earlier publication stated that they didn’t taper at all; all
the placebo patients were exposed to a cold turkey. The investigators tried to explain away
what they found in a most astounding way. They suggested there might be a time window
between year two and three where it was important that the patient did not relapse. The
plausibility of the existence of such a time window is zero, as it is highly variable when or if a
patient relapses. After ten years, 69% of those who continued taking their drug were
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employed versus 71% in the cold turkey group, which is remarkable considering that the
psychiatrists had harmed the latter group.

Please also think about this: Why would drugs that have no clinically relevant effects
when used for acute psychosis (see Chapter 5 about psychosis) suddenly have dramatic
effects on relapse when they are withdrawn? It makes no sense.

At best, psychiatric drugs can provide some relief in acute situations. Long-term, they are
very harmful. All of them impair higher brain functions, which is what makes us human —our
abilities to think, feel, function, remember, love, have empathy, and care for ourselves and
others. Many drugs can cause permanent brain damage, loss of sexual function, and horrible
abstinence symptoms when patients try to get off them.®?

When we looked at permanent brain damage in animals, we included 33 studies in mice,
rats, hamsters, cats and monkeys. We were unable to publish our results, even in medical
journals that publish systematic reviews of animal research. We were told the studies were
of poor quality. This is true, but our review is helpful for researchers planning to do similar
studies, and we therefore published it on my website.??*

Some of the drugs that have been most widely used are also some of the most harmful
ones, e.g. olanzapine, fluoxetine, paroxetine, and alprazolam.

This is because most leading psychiatrists are corrupt.®?®> Psychiatrists collect more
money from drug makers than doctors in any other specialty; those who take the most tend
to prescribe psychosis drugs to children most often; and they are also “educated” with
industry’s hospitality more often than any other specialty.®?°

The corruption is colossal. A 2007 paper surveying US department chairs of medicine and
psychiatry reported that 67% of them had received “discretionary funds” from industry
within the last year,?” which is money they can use as they please. This is likely an under-
estimate, as the survey was not anonymous. | would call them “discrete funds,” as they are
often not declared, contrary to the rules.®?®

A Danish psychiatrist described vividly “A so-called whore trip” in our medical journal.??°
When Lundbeck launched escitalopram in 2002, most Danish psychiatrists were invited to an
enjoyable meeting in Paris with “expensive lecturers - of course from Lundbeck’s own
‘stable’ - luxurious hotel and gourmet food ... Under influence? ... a doctor doesn’t get
influenced, right?”

Thomas Insel and the NIMH: A total betrayal of public trust

The director of the US National Institute for Mental Health from 2002 to 2015 was Thomas
Insel, called “America’s psychiatrist.” In 2022, he published the book, Healing: our path from
mental illness to mental health.>3°

In his book, Insel takes on the role of a drug salesman, selling the wonders of psychiatric
drugs to the public, but it is misleading and dishonest. It starts already with the title. Psy-
chiatric drugs cannot heal mental disorders, and the path the psychiatrists have taken is not
from mental illness to mental health, but from bad to worse. If you read the book with open
eyes and see through all the window dressing, it becomes clear that it makes an unintended
case for abolishing psychiatry even though Insel tries to support it.

NIMH is the most prestigious institution in the world in mental health. Bob Whitaker has
therefore taken a close look at the book.?3! It reflects the thinking of psychiatric leaders
everywhere and encapsulates how psychiatry has consistently betrayed public trust and
misinformed the public, and that it will never tell the public the truth about psychiatric
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drugs. Bob concludes that the real source of the poor mental health outcomes in the USA is
the psychiatric establishment, including the NIMH, which — although being a governmental
agency — cannot be trusted.

Being a former NIMH director, Insel had an obvious ethical obligation to tell his readers
about the poor long-term outcomes of treatment with psychiatric drugs, as documented in
expensive and prestigious research funded by the NIMH, e.g. the STAR*D trial in depression,
the MTA trial in ADHD, and the CATIE trial in schizophrenia (see earlier chapters). He didn’t,
even though NIMH was the only institution in the world that funded the big, long-term drug
trials, the drug companies never funded because they didn’t need to and likely also because
they anticipated that the results would not be positive.

This made it even more deplorable that Insel avoided commenting on them. The public
expects a medical specialty to be an honest purveyor of scientific findings about the benefits
and harms of its interventions, and if the trial results tell of treatments that worsen long-
term out-comes, then the medical specialty must inform the public about it and rethink its
practices.

For 70 years, psychiatry has failed to do this. Insel could have remedied this betrayal of
public trust with his book and put psychiatry on a new path, but as psychiatric leaders
always do, he sacrificed the patients and protected the psychiatric guild by keeping the long-
term studies financed by his own institute hidden. The betrayal cannot be worse than this.
All the really large drug trials in psychiatry have been negative, which must have agonised
the key opinion leaders in psychiatry, but the facts have not led them to change their false
public announcements or harmful guidelines.

Before Bob wrote his book about the astonishing rise of mental illness in America,®3? he
dug through the research literature. With each class of drugs, he tried to find out what the
clinical course was before and after the introduction of drugs, and if the medicated or
unmedicated patients had better long-term outcomes in clinical studies. He found that
depression pills, psychosis pills, and benzodiazepines worsen long-term outcomes, and that
bipolar disorder, which is regularly treated with polypharmacy, runs a much more chronic
course than manic depressive disorder - the diagnostic precursor to bipolar - once did.

This fits all too well with Insel’s information that the number of adults in the USA
receiving a social security payment due to a mental disorder rose from around 1.3 million in
1987 to around 6 million today. This is not a “path from mental illness to mental health.”

Bob’s book is very convincing. There was of course a great deal of pushback from promi-
nent psychiatrists when it came out, but when a filmmaker interviewed Insel five years later
and asked him about the book, he responded that Bob’s observations needed to be taken
very seriously and noted that, in other areas of medicine, if you increase the use of your
medication several times, you will see reductions in morbidity and mortality.%33

This short glimpse of sanity and self-insight in psychiatry quickly disappeared.

In the first chapter of his book, Insel asked why more treatment was associated with
more deaths and disability. But, in a most appalling fashion, he dismissed any worry that
psychiatric drugs could be the cause of the poor outcomes. He used the tactic, philosopher
Arthur Schopenhauer in The art of always being right calls making a diversion.®3* He
suddenly changed subject. He wrote that Bob argues that drugs against depression and
psychosis create a “supersensitivity” that makes patients dependent and chronically
disabled. This is a red herring. Whether supersensitivity occurs or not (which it does, see
below) is immaterial for Bob’s findings.
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Insel claimed that Bob writes that the psychiatric establishment, in collaboration with
the pharmaceutical industry, has conspired to overmedicate and overtreat children and
adults with disastrous results, and that not everyone buys this conspiracy theory.

Insel is both evil and mendacious. The only time Bob used the term conspiracy in his
book was when he quoted a patient with schizophrenia who spoke about conspiracies. Insel
used the diversion trick again and another of Schopenhauer’s tricks: “Postulate what has to
be proven.” Insel is good in the art of always being right.

Insel turned sand into gold by making yet a third horrific diversion. He claimed that cur-
rent treatments are necessary but not sufficient to cure complex brain disorders. This
mumbo jumbo has absolutely no bearing on the case. He quoted his predecessor Steven
Hyman who said we need to know much more about the biology of mental illness before we
can illuminate a path across very difficult scientific terrain and develop medications that are
as effective as insulin or antibiotics.

Insel covered up for the fact that biological psychiatry has been a total failure. Further-
more, his ill-founded fantasies about a better future do not remove the immense harm his
specialty inflicts on hundreds of millions of people.

Insel went further into wonderland. He thinks clinicians are more effective today than
they were 25 years ago. Yes, indeed. They are harming their patients more than ever!

Insel’s diversions and dishonesty multiplied. He noted that most people with mental ill-
ness are not treated; that many of those receiving drugs do not take them; and that patients
receive little more than drugs. He cleverly put the blame for the poor outcomes on society
for not investing in necessary social supports and on patients for failing to take their drugs
and stay engaged in treatment.

This is the standard script for psychiatrists. The disaster they have created is not their
fault. Others are to blame, including the patients and society. Insel conveniently ignores
that, if more patients took their drugs, the disaster would become even worse.

Insel describes himself as taking on the role of a journalist as he explores humanistic
supports that are needed to complement drugs to promote lasting recovery. This is a win-
win position. Anyone will welcome social support, and Insel positions himself as the advo-
cate for this societal response. This is manipulation at the highest level.

Nothing in Insel’s narrative is harmful to psychiatry’s guild interests or the interests of
the pharmaceutical industry. Instead of criticising the drugs, he praises them. He claims that
psychiatric drugs, ECT, and transcranial magnetic stimulation work and that depression pills
have an effect size that is often higher than medications used in other areas of medicine. A
remarkable statement about drugs that have no clinically relevant effects.

My view on this type of argument is that one unlawful parking doesn’t make the next
unlawful parking lawful. There are many ineffective drugs that shouldn’t be used.

Insel doesn’t cite a single study that tells of psychiatric drugs providing long-term
benefit, perhaps because they don’t exist. His book is a superb example of The Emperor’s
new clothes. The Emperor is naked but so well dressed up that few readers will notice it.
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The Emperor’s New Clothes

Psychologist Bruce Levine wrote in 2024 that “exuberant individuals who disregard societal
consensus reality are routinely diagnosed by psychiatrists with bipolar disorder; however,
among psychiatrists themselves, exuberance about psychiatry regardless of the reality of
psychiatry’s repeated scientific failures makes one a leading psychiatrist.”3>

Bruce says that, in the 21 century, there has been no higher-level psychiatrist than
Thomas Insel who is a prime example of an exuberant psychiatrist. He pushed neuroscience
and genetics and got papers published at a cost of about $20 billion, and even though this
did not result in anything useful for the patients, he has no regrets about NIMH funding all
this. Moreover, Insel wrote in his book that “The idea of mental illness as a ‘chemical
imbalance’ has now given way to mental illnesses as ‘connectional’ or brain circuit
disorders.” This is plain nonsense, with no supporting evidence.

In his book review, Bob provided a highly revealing summary of studies Insel didn’t dare
mention. | present below some examples.

After psychosis pills were introduced in the mid-1950s, clinicians began speaking about
the “revolving door syndrome” that now appeared in asylum medicine. First-episode
patients would be discharged and then return in droves, which led the NIMH, during the
1970s, to fund four studies to assess whether psychosis pills were increasing the chronicity
of psychotic disorders.

Bockoven®3® reported that the rehospitalisation rate was higher for patients treated
after the arrival of psychosis pills and the medicated patients were also more socially
dependent than those treated before 1955. Carpenter,®?” Mosher,38 and Rappaport®3°
reported superior outcomes for unmedicated patients after 1-3 years, which led Carpenter
to suggest that antipsychotic medication may make some schizophrenic patients more
vulnerable to future relapse. Back then, other researchers wrote about the adaptive brain
changes stirred by psychosis pills and concluded that drug-induced dopamine supersensi-
tivity leads to dyskinetic and psychotic symptoms and an increased tendency to relapse.*°

Nancy Andreasen, funded by NIMH, reported in a large MRI study of patients with schi-
zophrenia that psychosis pills shrink the brain, which is associated with a worsening of
negative symptoms, increased functional impairment, and cognitive decline.®*!

In the late 1970s, with funding from the NIMH, Martin Harrow and Thomas Jobe
launched a long-term study of 200 patients, most of whom were experiencing a first or
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second episode of psychosis. By year two, the outcomes of those who got off their psychosis
pills began to dramatically diverge from those who stayed on the drugs, and after 15 years,
the recovery rate for the off-med patients was eight times higher than for the medication
compliant patients (40% versus 5%).%?

In the past two decades, long-term studies of psychotic patients conducted in Holland (a
randomised trial of drug discontinuation, see page 148),°*3 Finland,?*** Australia,®*> Den-
mark,%*® and Germany®¥ all told of higher recovery rates for those off drugs. A systematic
review of qualitative studies supported this: The patients tell of how the drugs compromise
functional recovery.?*

The history of depression is much the same. Studies of hospitalised patients showed
that, prior to the introduction of depression pills, depression was an episodic disorder, and
around half of the patients who suffered a first episode would never be rehospitalised. After
the introduction of depression pills, several studies found high relapse rates, and an NIMH
expert panel concluded that, in contrast to older studies, new studies had demonstrated the
recurrent and chronic nature of depression.?* The elephant in the room was ignored.

Two NIMH studies in real-world patients treated in outpatient settings confirmed that
chronicity was the long-term course for medicated patients. The STAR*D trial,*>° with its 3%
stay-well rate at the end of the one-year follow-up on depression pills stood in sharp con-
trast to another NIMH funded trial that studied the long-term outcome of untreated depres-
sion. In that study, 85% of the included 84 patients had recovered by the end of one year.%>!
The researchers concluded that “it would be extremely difficult for any intervention to
demonstrate a superior result to this.”

Many studies over the past 40 years have compared outcomes for medicated and unme-
dicated patients over longer periods of time.

In an NIMH study that randomised 250 patients to imipramine or to psychotherapy or
placebo, the stay-well rate was highest for cognitive therapy (30%) and lowest for imipra-
mine (19%) and placebo (20%) after 18 months.%>2

In an NIMH study of 547 patients, the treated patients were three times more likely than
those who eschewed medical treatment to suffer a cessation of their principal social role,
and nearly seven times more likely to become incapacitated after six years.%>3

A WHO study of 640 depressed patients found that those treated with medication had
worse general health and were more likely to still be mentally ill than those who weren’t
treated at the end of one year.>>*

A Canadian study of 1281 people who went on short-term disability due to a depressive
episode found that 19% of those who took a depression pill went on to long-term disability
compared to 9% of those who never took such medication.%>®

In a five-year study of 9508 depressed patients in Canada, medicated patients were
depressed on average 19 weeks a year versus 11 weeks for those not taking drugs.®>®

Two reviews of patients diagnosed with depression found that use of a depression pill
was associated with worse outcomes at nine years®” and at 30 years.?>8

As these findings have piled up, researchers - led by Italian psychiatrist Giovanni Fava -
have pointed to drug changes induced by depression pills as a likely explanation for the
“bleak long-term outcome of depression ... use of antidepressant drugs may propel the
illness to a more malignant and treatment unresponsive course.”®>°

American psychiatrist Rif EI-Mallakh observed that 40% of patients treated with a
depression pill ended up in a chronically depressed “treatment resistant” state.’®® He wrote
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that drug treatment may induce processes that “cause a worsening of the illness, continue
for a period of time after discontinuation of the medication, and may not be reversible.”

Given this literature, it is no surprise that depression is now the leading cause of
disability in the USA for people ages 15 to 44, and that in country after country that has
adopted widespread use of SSRIs, the number of people on government disability due to a
mood disorder has increased in lockstep with the increased use of these drugs.®6!

Long-term ADHD studies in Australia®®? and Quebec®® also found worse outcomes for
medicated youth than for those treated without stimulants.

As Bob noted, the science shows that pills for psychosis and depression increase the
chronicity of the disorders, and the same is true for stimulants, benzodiazepines, and drugs
used for bipolar disorder. There is a list of over 100 papers that tell of these outcomes on
the Mad in America resource pages.

None of the above is found in Insel’s book or on NIMH’s website. A search for Martin
Harrow on the website shows nothing even though he was considered one of NIMH’s
experts on schizophrenia. A search for STAR*D shows the press release about the short-
term results that tells of “particularly good results” with depression pills.?®* And the website
information about ADHD®®> does not inform parents that in the MTA study, medication use
was a marker of deterioration by the end of year three, and that those taking stimulants had
worse ADHD symptoms and were more functionally impaired at the end of six years.

In 2015, Bob and his wife Lisa Cosgrove published Psychiatry under the influence,’®® a book
that arose from their time as fellows at the Safra Center for Ethics at Harvard University,
devoted to studying institutional corruption.

We expect that institutions that serve a public interest - and this is particularly true for
medical disciplines - will adhere to ethical standards such as rising above financial influ-
ences; will be objective and accurate when designing, analysing, interpreting and reporting
the results of studies; and will put the interests of patients first. Accordingly, Daniel Wikler,
a professor of ethics at the Harvard School of Public Health, wrote that a medical discipline
that fails to adhere to this standard doesn’t deserve to retain its privileged place in
society.%®’

The erosion of basic ethical principles is complete for psychiatry. If the psychiatric pro-
fession told the public the truth, psychiatry would collapse. The profession needs to keep
the truth out of sight, even to itself, and it is not presented in psychiatric textbooks, in
lectures or in public debates. Insel’s book is a gravestone for psychiatry. It is a work of
propaganda for a sick system, praising harmful treatments as if they were beneficial.

More about not listening to people

In 2013, during a lecture tour in North America, | lost my way at a large hospital in Balti-
more.%%8 | couldn’t find the auditorium and the organiser didn’t answer her phone. | strolled
around in despair while the time for my lecture was rapidly approaching.

As a last resort, | bypassed a large queue of patients at the hospital reception, as | was in
a hurry, and explained to the receptionist that | was not a patient, but a doctor scheduled to
give a lecture in a few minutes time.

“Please go to the end of the queue,” she replied with a stone face. | repeated that | was a
doctor and asked for help to find my colleague who worked at the hospital.
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“Please go to the end of the queue,” the robot replied. It didn’t matter to her how much |
begged for help. As she didn’t tell me the hospital information desk was close by, she might
have thought | was a psychiatric case with the delusion that | was a doctor.

After having asked a friendly person in the corridor where the hospital information desk
was, | arrived in the auditorium at the very last minute. It might have traumatised me, as |
still have nightmares about being called to the podium without having arranged my slides,
and sometimes even without having them with me.

When | arrived at the McMaster Hospital in Hamilton, | lost my way again. My colleague,
Gordon Guyatt, had given me some instructions, but it was very difficult to find his office. |
told the receptionist that | was a doctor and had an appointment with a colleague. After
much trouble and disbelief, she reluctantly made a connection, and Gordon came down to
pick me up.

He was on call, and when his pager howled a little later, | said jokingly that it was the
receptionist who would tell him that his patient - me - had arrived. Quite so. | had become a
patient once more, and my title as a doctor was disbelieved again.

With such attitudes to colleagues, it is easy to understand why psychiatric patients can
become very frustrated when they are distrusted and why violence is sometimes triggered
by the staff’s disrespectful behaviour. Psychiatrists routinely refuse to trust what patients tell
them about their bad experiences with the drugs they prescribe.

Danish philosopher Sgren Kierkegaard wrote in 1859: “In order truly to help someone
else, | must understand more than he - but certainly first and foremost understand what he
understands. If | do not do that, then my greater understanding does not help him at all. If |
nevertheless want to assert my greater understanding, then it is because | am vain or proud,
then basically instead of benefiting him | really want to be admired by him. But all true
helping begins with a humbling. The helper must first humble himself under the person he
wants to help and thereby understand that to help is not to dominate but to serve, that to
help is not to be the most dominating but the most patient, that to help is a willingness for
the time being to put up with being in the wrong and not understanding what the other
understands.”

Few psychiatrists practice psychiatry in this way, humbling themselves. Grandiosity is
more common (see next section). A commentator wrote on Mad in America that psychiatry
is predicated on how the psychiatrist “feels” about the patient and not how the patient
feels. It is opinion based “medicine.”

Psychiatrists could improve a lot if they were willing to learn from their mistakes and to
listen to their patients. Internet surveys of patients’ experiences have revealed that drug
harms are far greater and much more common than reported in the randomised trials, even
though those who respond are generally quite positive to the drugs.®®°

A previous patient wrote:*’° “| have experienced wonderful people who work in psychia-
try. But | have also experienced absolutely horrible people and everything in between. The
worst have been those who sit with professional distance where they can neither give a little
of themselves as a person nor have empathy for others. Far more people with user experi-
ence need to enter psychiatry, while those with anti-empathic professional distance must

”

go.
| have learned a lot from the thousands of people, including progressive psychiatrists,

that have sent me extraordinary stories about a specialty in ruins. Many patients and

relatives have reported how badly they were treated by psychiatrists, sometimes with
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derogatory comments in the files about their personality, e.g. if they tried to avoid having
their child treated with psychosis pills.

Some have thanked me for saving a life, e.g.: “It was your book that gave us the courage
to withdraw our son from antipsychotics.” | later met with this person who is very active in
the withdrawal community.

A patient who thanked me for having saved her life wrote that if she had not read my
books and learned that there is something called withdrawal, she would have thought she
had become insane.

Another patient wrote that her depression pill for shyness had made her life miserable. It
changed her personality into being angry, and disrespectful, and she lost many friends and
her trust in psychiatry, drug companies and doctors. She noted that the number of members
in her SSRI withdrawing group increased steadily.

A family doctor used depression pills as a diagnostic test: If they worked, you had depres-
sion, and if not, you did not have depression. One would think it couldn’t be more primitive
than this, but another family doctor responded to a question about how to stop a depres-
sion pill: “You can just stop!”

A patient who had tried to withdraw twice from her depression pill in vain was told by
her psychiatrist that she had a chemical imbalance and needed the drug for the rest of her
life, and her psychiatrist even increased the dose. A substitute for her family doctor saved
her. He said that the pills were devilry and made her sick, and he helped her withdraw. She
wanted to help others because she worked as a job consultant with unemployed people,
many of whom got hooked on the pills because of stress and anxiety.

A father was denied custody of his children because he refused to take psychiatric drugs.
If not illegal, it should be.

One patient wrote to me that a test showed her IQ had dropped to 70, but this was while
she was doped when an 1Q test is meaningless.

Another wrote that her psychiatrist had told her she had an incurable genetic disease,
and when she complained that she could no longer concentrate, slept a lot, and had memo-
ry issues, the reply was that the problem wasn’t the drugs but that she lost neurons due to
psychosis! She therefore needed to take psychosis pills indefinitely to protect her neurons;
otherwise, she would become demented. When she said she didn’t want to take the drugs
for the rest of her life, the psychiatrist replied that she would not see her anymore because
she only worked with patients who wanted to be treated. When she had withdrawn the
drugs, she was told she would have a new psychotic episode. Her father wanted to force her
to go back on medication and threatened to send her to a mental hospital if she didn’t
follow the doctor’s instructions. She lied to him saying she took the drugs again. Today, she is
fine, having escaped the tyranny of incompetent psychiatrists and dumb relatives.

A patient wrote she had been advised to be on drugs for the rest of her life. When she
told her doctor that they had caused anorgasmia, the doctor said: “Which do you prefer, not
having orgasms or going mad?” She realised something was wrong and decided she did not
want to live chemically castrated as if she had undergone a lobotomy. After she had stopped
all the drugs, she became herself again. She was no longer a zombie, was back to listening to
music, laughed, sang in the shower, felt life, and had sexual pleasure. She had been sexually
abused as a child, which is a common cause of psychosis.

A patient had taken fluoxetine (Prozac) for ten years, which changed his personality, and
he lost almost all his friends. He went through a horrible withdrawal without help where he
couldn’t even get out of bed. His doctor told him that psychiatric drugs were vital for him,
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like insulin for diabetes, and he started on a drug again, but tolerated it badly. Then, his psy-
chiatrist said that his ill effects were likely caused by his depression, and he wanted him to
try another drug. This patient had attended one of my lectures in Stockholm and therefore
knew | had a list of people who could help him withdraw.

An 18-year-old student was still grieving after his father hanged himself five years earlier.
After he was put on sertraline (Zoloft), he tried to hang himself and a psychiatrist admitted
him to a psychiatric hospital and increased the dose of sertraline. When a young psychiatrist
noted that depression pills increase the risk of suicide, the consultant replied that they were
aware of this but had to treat depression. If the student committed suicide without being on
a depression pill, they would be questioned why he was not treated.

A middle-aged man with symptoms of pneumonia and a low mood was put on penicillin,
sertraline and a sedative by his family physician. He developed psychosis with mania, was
admitted to a psychiatric hospital and treated with olanzapine (Zyprexa). When a young
psychiatrist asked if the psychosis could have been caused by sertraline, he was told: “I've
never seen anybody with antidepressant-induced psychosis.”

David Stofkooper from Holland took his life in 2020, only 23 years old. He had a flourish-
ing social life, was a lively, very intelligent student, with a lot of friends, enjoyed socialising
and loved listening to music. Since he was 17, he ruminated a lot but had a fun life.

He made the fatal mistake of consulting a psychiatrist who put him on sertraline (Zoloft).
Within two weeks, he became suicidal, but his psychiatrist increased the dose, and it got
worse. He became zombified, with no libido and no emotions; his whole personality had
disappeared.

His mother called his psychiatrist and said the drug definitely didn’t work, but she was
fobbed off, being told she couldn’t call due to her son’s privacy. Her intervention was badly
needed, as David didn’t notice what was going on; he had lost himself totally.

David told his psychiatrist that he was very suicidal, but the psychiatrist said he needed
to wait longer, so he believed in that.

After five months, he got a new psychiatrist who told him to quit sertraline cold turkey, in
just two weeks. At first, he got a one-day long mania and told his mother he hadn’t felt so
awesome before. But after that, he got into horrible withdrawal, which went on for months.
When he told his psychiatrist how he felt, she didn’t believe him and said it was not due to
the drug, as it was out of his system. She opined it was probably his obsessive, compulsive
disorder that created all the problems.

David wrote in a suicide note that, “You present them with a problem that is created by
the treatment you got from them, and as a reaction, get blamed yourself.”

His life had stopped. He couldn’t get pleasure out of anything. Although he didn’t feel
anything by meeting girls anymore, his zero libido and erection problems weren’t even the
worst part. It was “The total erasing of any pleasure in life.”

When he realised, he was doomed to be in this state forever, he saw no other option
than suicide. He was very rational about it, and his parents, who are both doctors, under-
stood him.

The blunting of his emotions was fatal. He felt he was already dead, an empty shell.
David had never had any sleeping problems before he took sertraline, but the drug caused
severe insomnia, which lasted till the day he killed himself.

David wanted his story to be told, as a warning to others. Both he and his mother had
read my first psychiatry book, but unfortunately, it was too late. If he had read it before he
was put on sertraline, he might have refused to take the drug that killed him.
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| have heard similar stories, also from Denmark, where the patients killed themselves
because their sex life became permanently destroyed, and where they also experienced
severe anhedonia (inability to feel pleasure), flatness of emotions, memory problems and
cognitive dysfunction, which some of them described as a chemical lobotomy.

Patients who have come off psychosis pills have also sometimes complained of persistent
sexual dysfunction. There is still a lot we don’t know about the persistent harms of psychia-
tric drugs. But what we do know is that psychiatry is insane, which child and adolescent
psychiatrist Sami Timimi wrote a book about.®”!

Are psychiatrists more mad than their patients?

When | discuss psychiatry with critical psychiatrists, psychologists or pharmacists | colla-
borate with, we sometimes wonder who are most mad, the psychiatrists or their patients?

It looks like a rhetorical question or a joke, but it isn’t. When | googled “delusion,” an
Oxford dictionary said: “An idiosyncratic belief or impression maintained despite being
contradicted by reality or rational argument, typically as a symptom of mental disorder.”

The World Health Organization's International Classification of Diseases (ICD) has this
definition: “A belief that is demonstrably untrue or not shared by others, usually based on
incorrect inference about external reality. The belief is firmly held with conviction and is not,
or is only briefly, susceptible to modification by experience or evidence that contradicts it.
The belief is not ordinarily accepted by other members or the person's culture or subculture
(i.e., it is not an article of religious faith.”

The DSM-5 defines delusions as “fixed beliefs that are not amenable to change in light of
conflicting evidence. Their content may include a variety of themes (e.g. persecutory, refer-
ential, somatic, religious, grandiose) ... Delusions are deemed bizarre if they are clearly im-
plausible and not understandable to same-culture peers and do not derive from ordinary life
experiences.”?”2 Common types of delusions are:

- persecutory (people believe they are at risk of being harmed because of the malevolent
intentions of others),

- reference (people believe that innocuous events, e.g. the gestures of strangers or radio
news bulletins, are being deliberately targeted at them),

- grandiose (may concern special identity or abilities, extreme wealth or a special mission
and are associated with a strong need for meaning and purpose in life),

- control (people believe that their acts, motivations or emotions are under the control of
another agency),

- religious (may concern a special relationship with God or gods but also sometimes
involve claims of a special religious identity such as being Jesus; these kinds of delusions are
notoriously difficult to distinguish from nonpathological religious beliefs).

These definitions make it clear that psychiatry is characterised by delusions. As | have shown
in this book, the psychiatrists’ predominant idiosyncratic beliefs are not shared by people
considered sane - the general public - but the psychiatrists forcefully maintain them, even
when reality, including the most reliable science we have, and rational argument or logic
clearly show that their basic beliefs are wrong.

When people criticise psychiatry, they are often called “anti-psychiatry” or conspiracy
theorists, reactions which seem to have a persecutory delusional element.
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Grandiosity is a sense of superiority, uniqueness, or invulnerability that is unrealistic and
not based on personal capability. Many psychiatrists behave in a grandiose way, believing in
their own omnipotence and infallibility and that they have a special insight no one else has.
If others don’t agree, they are seen as ignorant, in need of education. During Joseph Bieder-
man’s testimony in a court case in 2009, an attorney asked him about his rank at Harvard
Medical School. Biederman replied: “Full professor.” “What’s above that?” the attorney
asked. “God,” he replied.”’3

Faith is a great trust or confidence in something for which there is no proof, or an
unshakeable belief in something even if there is proof against it. Clearly, the psychiatrists’
beliefs in what they are doing are more of a religious nature than they are scientifically
founded, which makes psychiatry a pseudoscience.

Psychiatrists have an unshakeable belief in the great benefits of their drugs, electroshock
and forced treatment, despite the proofs of the lack of benefit and the existence of serious
harms. Members of religious cults don’t listen to evidence that could shake their beliefs;
they suppress it, distort it, or lie about it. Some critical psychiatrists find that psychiatry is a
religious cult where people are excommunicated for thinking for themselves.

One definition of madness is doing the same thing again and again expecting a different
result. When a drug doesn’t seem to work, psychiatrists increase the dose, change to
another drug from the same class, add another drug from the same class, or add a drug
from another class. The science tells us that these manoeuvres will not benefit the patients.
Switching drugs, adding drugs or increasing the dose do not result in better outcomes.*’*

Increasing the total dose or the number of drugs will increase the occurrence of serious
harms, including irreversible brain damage, suicides and other deaths,®’> but psychiatrists
often lie to their patients telling them that their disease might harm their brains, or they
might die, if they don’t take their drugs. This is perverse.

Unfortunately, the madness is getting worse. In office-based psychiatry in the USA, visits
with three or more drugs doubled, from 17% to 33%, in just nine years, and prescriptions for
two or more drugs from the same class also increased.®’® The use of psychiatric drugs and
polypharmacy for children and adolescents were twice as high in 2021 as in 2013 in
Australia,’”” and the use of neuroleptics increased by 45% in just six years.”’® In the UK,
psychosis pill prescriptions increased by 5% per year on average and depression pills by 10%,
from 1998 to 2010.?7? In Denmark, the sales of SSRIs increased from a low level in 1992
almost linearly by a factor of 18, closely related to the number of products on the market
that increased by a factor of 16 (r = 0.97, almost perfect correlation).’® This confirms that
drug usage is determined by marketing.

The mortality for patients with schizophrenia has increased markedly compared with the
general population; the median standardised mortality ratio for the 1970s, 1980s and 1990s
were 1.84, 2.98 and 3.20, respectively.?®! The authors noted that an obvious explanation for
this development is the increased use of newer psychosis pills, which are more likely to
cause weight gain and metabolic syndrome than the old drugs.

Two textbooks Denmark mentioned that several psychosis pills may be needed simul-
taneously, and one noted it may be appropriate in some cases to increase the dosage above
the approved interval, which has the same deleterious effects as using several drugs.

In 2006, a report from the Danish Board of Health showed that half of the patients were
in treatment with more than one psychosis pill simultaneously,®®? although both national
and international guidelines recommend against it. The record | know about was seven
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psychosis drugs used simultaneously. However, the Danish Ministry of Health issued a
licence to kill in 2014. It allowed psychiatrists to use extraordinarily large doses of psychosis
drugs for forced treatment and said that this applies especially to patients who have been in
prolonged treatment and where smaller doses have been tried without success.?83

This is as mad as it gets. This risk of death is of course dose related.®®* The psychiatrists
don’t realise that when a patient is “treatment resistant,” which is an insulting term as it
suggests that the patient is at fault and not the drug, they should not increase the dose or
add another drug but taper off the first drug slowly, which will have the best outcome. But
psychiatric leaders care little about patient safety. They care more about their own repu-
tation, the guild they represent, and the flow of money from drug companies. This corrup-
tion permeates our authorities, which rely heavily on specialists when issuing guidelines,
and they only make changes if critics make a lot of public noise about the wrongs.

| have witnessed the madness directly in psychiatric departments. | was once invited to
follow the chief psychiatrist during one day at a closed ward at my hospital, Rigshospitalet.
One of the patients appeared totally normal and reasonable to me, but the psychiatrist
considered him delusional. As | couldn’t see this, he explained the patient was delusional
because he had been on the Internet and had found out that psychosis pills are dangerous! |
was so stunned that | said no more.

On another occasion, | phoned Psychiatric Centre Amager, which has a particularly bad
reputation because the psychiatrists have killed several of their patients with drugs.®®> A
patient in great distress had contacted me, but | couldn’t get a psychiatrist on the phone,
even though | explained | was a colleague, and it was within normal working hours.

| insisted | needed to talk to someone and was transferred to a head nurse. She told me
not to become involved because the patient was delusional. When | asked in what way, she
said he had found out that psychosis pills are dangerous! | asked if she knew who | was. Oh
yes, she did, but that didn’t stop her from exposing psychiatry’s insanity.

In 2023, the whole Board of the Norwegian Psychiatric Association felt so threatened by
colleagues who wanted a radically different psychiatry that they published an opinion piece
to defend the status quo in a newspaper, ‘Pill shaming’ is a serious societal problem.8®

| explained the worst falsehoods in their misguided defence of psychiatric drugs,®®” which
is typical of leading psychiatrists everywhere. They denied that the drugs change the
personality (which is the reason for using them and which many patients have experienced),
have greater side effects than other drugs (they are the third leading cause of death!) and
are unnecessary (almost all of them are). “Conspiracy theories abound that the pharmaceu-
tical industry only wants to profit on making people as dependent as possible” (it is not a
conspiracy theory that the drug industry doesn’t care about the harms it causes but only
about its profits; it is a fact).

“Drug treated patients return to work more quickly, and disability can be prevented” (a
horrific lie, as the opposite is true).

“The prognosis and risk of relapse are improved significantly when patients take anti-
psychotics” (the trials that provide the basis for this misconception are deeply flawed).

“Patients with ADHD often have reduced quality of life, more frequent depression and
more drug problems and criminal behaviour if they are not treated” (this is not true, and in
the long run, the opposite is true).
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“Drug treatment makes patients more accessible to psychotherapy” (this has not been
documented and is unlikely to be true; and if the drugs have caused permanent brain
damage, psychotherapy cannot restore it).

“There is no biological basis for saying that commonly used psychiatric drugs such as
antidepressants, mood stabilizers and antipsychotics cause dependence” (another horrific
lie; the drugs up- or downregulate neurotransmitters in the brain, which is why abrupt
withdrawal can cause terrible and dangerous withdrawal symptoms).

“So far, most studies indicate that drug treatment is absolutely necessary to achieve
recovery and increase quality of life and prevent relapse for most patients with severe
psychiatric disorders” (these statements are also blatantly false).

The misconceptions among psychiatric leaders are so much at variance with the scientific
evidence, and with what the patients and their relatives and others experience, that it
seems justified to say that the psychiatric leaders suffer from a very serious, collective
delusion.

Delusions are a key symptom for psychosis. People’s thoughts and perceptions are dis-
rupted and they have difficulty recognising what is real and what is not.

So, here is a thought experiment. Using the psychiatrists’ own diagnostic systems and
practice, it can be argued that psychiatric leaders such as the Norwegian authors of the
opinion piece should be forcefully treated with neuroleptics. If they tasted their own
medicines, which some doctors have done to see what it was like,?®® few of them would
sustain their delusions about how good they are, which would benefit mankind.

One of the psychiatrists | admire and have met with is Niall McLaren from Australia. He sent
a letter to a family doctor about a 21-year-old student, discharged from a private hospital
after 21 treatments with transcranial magnetic stimulation, which he calls “the latest in a
long line of crackpot fads to hit psychiatry, designed to separate the worried well from their
money.” | agree. It doesn’t seem to work.%8°

The poor student also received 12 electroshocks because of anxiety and was discharged
with three different psychosis pills, three different antiepileptics, two different depression
pills, a sleeping pill and lithium. She suffered tremendously from this drug cocktail and had
akathisia. And yet, her only problem was anxiety!

Niall wrote to her family doctor that “If she stays on this level of drugs, she will be dead
by forty.”

| was an expert witness in a court case in Australia, which also illustrates psychiatry’s
insanity. It shows the role of depression pills as “Psychiatry’s Starter Kit” that quickly leads to
more diagnoses and dangerous drug cocktails.

A young man who should have been offered psychotherapy for his transient problems
was functioning well when his psychiatrist put him on a depression pill for a depression he
didn’t have.

His psychiatric “career” lasted 33 years before he finally succeeded to come off the last
drug, but he still suffers from long-lasting withdrawal effects. He was prescribed a total of six
different psychosis pills, five depression pills, and three different sedatives/ hypnotics, and
developed Parkinsonism, likely drug induced. His psychiatrist stopped the drugs abruptly
many times, which is highly dangerous. It is a remarkable feat that he survived this malprac-
tice and continued being employed.
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He should win the case easily, but unfortunately, judges are authoritarian and emphasise
what other psychiatrists do in similar situations. This is a mad system. If a bank defrauds its
customers, the argument that other banks do the same won’t win much sympathy.

Occasionally, a case is won. Wendy Dolin in Chicago, whom | have met several times,
sued GlaxoSmithKline after her husband, a highly successful lawyer who had no psychiatric
issues, was put on paroxetine because he developed some anxiety regarding work. He got
akathisia and threw himself in front of a train six days after starting paroxetine, not realising
it wasn’t him that had gone mad; it was the pill that had made him mad. | have also met
with Wendy’s lawyer, Michael Baum from Los Angeles, several times. His law firm won the
case, but GSK appealed, and the upper court annulled the verdict, not because they didn't
think it was akathisia, but they put the blame on the FDA. Wendy told her story at my
international meeting in Copenhagen in 2015.%%°

Now, let’s look at how psychiatric drugs are used. If usage was sane, the usage patterns
ought to be very different for pills against psychosis and depression because the main
indications, schizophrenia and depression, respectively, are very different, the former being
traditionally perceived as a chronic condition and the latter as episodic.

However, | found that the usage patterns are identical (see figure).®*!
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| started the clock in 2006, when 80% of the patients in both groups had already been on a
pill for one or more years. The graph shows the percentage of patients that got a new pre-
scription every single year till they stopped or came to 2016, my last observation year, when
35% vs 33% of the patients were still in treatment.

These results are shocking. Drug usage is clearly not evidence-based, and many patients
continue taking their drug, year in and year out, for more than a decade. This is iatrogenic
harm of epic proportions that tells a story of incompetent and irresponsible doctors who
don’t know what they are doing or what they are causing.

In 2014, Norwegian psychiatrists wrote about an “alarmingly high discontinuation” rate
of psychosis pills in patients with schizophrenia, 74% in just 18 months. | would call this a
healthy sign, but the psychiatrists argued it highlighted “the clinicians’ need to be equipped
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with treatment strategies that optimize continuous antipsychotic drug treatment.”%2
Wanting to increase the harms for no benefit is insane.

Next, | studied the usage patterns for benzodiazepines and similar agents, and lithium
and stimulants (ADHD drugs). Since we have known for decades that benzodiazepines are
highly addictive and should only be used for a few weeks, also because the therapeutic
effect disappears quickly, usage of such drugs ought to be very low and transient, but this is
not the case.®3

For benzodiazepines, only 13% were first-time users in the first observation year (for the
two other classes of drugs, these numbers were 40% and 11%, respectively), and the usage
patterns, were once again, shocking.
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No matter which drug people take or what their problem is, roughly one-third of the
patients are still in treatment with the same drug or a similar one ten years after several of
them have already been treated for one or more years.

If we accept the evidence-based premises that none of these drugs have clinically rele-
vant effects when used long term, and also consider their substantial harms, and that the
patients generally dislike them, the data show an insane overuse of psychiatric drugs.

If you criticise the mad system, you get in trouble. When Scottish psychiatrist Peter Gor-
don in 2019 expressed his views about psychiatric overmedication, the chair of the Scottish
Division of the Royal College of Psychiatrists phoned the Associate Medical Director of the
NHS Board where Gordon worked and expressed concerns about his mental health.

Many of us have experienced to be “diagnosed” by our psychiatric opponents. For me, it
happened during a court case where | was an expert witness (see page 49);°°* in a conver-
sation between two psychiatrists at a private party one of my friends overheard; and in a
newspaper where Henrik Day Poulsen called me paranoid®®® after | had published my book
about organised crime in the drug industry.?®® Poulsen, likely the most corrupt psychiatrist in
Denmark, as he collaborated the most with drug companies,®’ has also called me “anti-
psychiatry”?°® and diagnosed me without having ever met with me. He has published the
book, Drugs that kill about corruption and greed in the drug industry, but he doesn’t see the
irony that he participates in this.?®® When | lectured in 2014 about happy pills, a previous
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patient said that Poulsen had written an autobiography. When | asked what it was, she said
it was his book, Everyday psychopaths.

Half a year later, Poulsen triumphantly declared, in the same newspaper, with the head-
line: Witch hunt after the drug industry, that | had lost my case against him in the Ethical
Council for Doctors, and he repeated that I, for a long time, had created a paranoid emotion
against the drug industry.100°

He didn’t say what the case was about but pretended it had to do with my criticism of
the drug industry, as if it was unfounded, which was dishonest. And he celebrated too early. |
complained to the Medical Association's Arbitration Court, which overturned the ruling from
the Ethical Council: “Psychiatrist Henrik Day Poulsen violated collegial rules for doctors and
used ‘unnecessarily offensive and derogatory’ expressions in a Berlingske article and subse-
quent TV debate.”100?

Two psychiatrists responded to Poulsen’s ravings about my book in the article, Corrupt
and paranoid article.*%9? Later that year, Poulsen said that “There is no risk if seriously ill
patients in closed psychiatric wards receive antipsychotic medication in doses that are up to
three times higher than the dose the authorities generally recommend.”1% | believe
Poulsen is so dangerous for his patients that his licence to practice should be withdrawn.

Psychiatry is a madhouse. But not so much because of the patients who are either not
mad, or their madness is often temporary. In contrast, the madness of many psychiatrists is
chronic, collective and incurable. Bob told me that a patient in an asylum once wrote: The
psychiatrists called me mad, and | called them mad, and then they outvoted me.

That is the main problem. There are too many mad psychiatrists, and those who hold the
power are the maddest.

164



12 Hopes for a better psychiatry

| have tried to change psychiatry from the inside, with no success. In January 2016, | had a
meeting with three members of the board of the Danish Psychiatric Association, including
the chair and co-chair, to discuss issues we agreed about and where we might support each
other. For me, the most important issues were to help all those who wanted to come off
their drugs but couldn’t because they had become dependent on them, and to reduce the
use of coercion.

The meeting went well, and | was invited to visit the closed wards where the two chairs
worked, which | did. This was very interesting. During my first visit, | met with two patients
whom | had met before, when they were out in the community.

However, | was not welcome when, in December 2017, | applied for membership of the
Danish Psychiatric Association. This should have been appreciated because, according to
their own rules:

“The aim of the Association is to further Danish psychiatry. In particular, it is a task of the
Association to further Danish psychiatric research, to ensure the best possible education of
psychiatrists, to work towards providing optimal psychiatric treatment for the population,
and to propagate knowledge about psychiatry.”

| explained that | had contributed to the aims of the Association over many years
without being a member.

Total silence. | sent a reminder, but the silence continued. After two months of waiting, |
wrote to the entire board. The chair, Torsten Bjgrn Jacobsen, replied that | did not work to
further the aims of the Association. That was all.

Next, | sent a letter noting that they had violated their own rules, and | explained in
detail the many ways in which |, to an unusual degree, had contributed to the aims of the
Association. | also mentioned that, during their last annual meeting, an honourable member
held a speech where he underlined that the psychiatrists needed to communicate with me.

Jacobsen replied that, “The board has emphasised the content and nature of your
authoring business over the years, which contains opinions and views on the psychiatric
specialty which are not in harmony with the Association’s aims. The Association is, of course,
responsive to different attitudes within the specialty, though a basic element of member-
ship of the Association must be that you respect the specialty and its accepted forms of
treatment, which your authoring business does not live up to.”

What a revelation! | knew it was unlikely that | would succeed, but by trying, | uncovered
what psychiatrists really stand for, behind all the official window dressing. It’s like touching a
spider’s tubular net to see it come rushing out of its hide in the bottom. This was censorship
and obstructionism, which reflected what many psychiatrists in training had told me. You are
in bad standing if you criticise the way your colleagues make diagnoses and overdose their
patients.

During the Association’s general assembly three months later, Kristian Sloth asked why |
could not become a member. He got no meaningful reply, but the audience applauded none-
theless. As | was lecturing at the same hotel, offering two seminars about psychiatric drug
withdrawal (see page 114), | had sneaked in and sat in the back of the room, hearing it all.

Three months later, the Association had a new chair, Gitte Ahle, and | applied again. To
my point that no satisfactory explanation had been given at the general assembly, she
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replied that, “We do not share this view because people were satisfied with the oral state-
ment as to why you had been rejected.”

Interesting. Psychiatric patients are also told that what they have themselves observed is
not correct because their psychiatrists do not share their views.

It felt a bit like when | went to Yellowstone with my family in 2006 and we flew into Salt
Lake City. On a Sunday, there was church service in a Mormon church, and we wanted to
participate out of curiosity to see what rituals this sect followed. When we were denied
entrance, without the guards so much as asking if we were Mormons, | said: “l don’t
understand this. Did Jesus not say, let the children come unto me, and that the church
should be open to everyone?” That didn’t help. And the church of psychiatry is not for
everyone — only for believers in the rituals.

Critical Psychiatry Network

| consider the Critical Psychiatry Network the most important hope for a better psychiatry. It
was founded by a group of UK psychiatrists in 1999 to discuss changes to the Mental Health
Act proposed at that time. Currently the group consists of over 400 members, two thirds of
whom are based in the UK, the rest spread around the world.10%

Membership is limited to doctors working in psychiatry or related fields, but on the
recommendation of Lisbeth Kortegaard, | was allowed to join in 2013. Sami Timimi told
Lisbeth that | would be “a fantastic addition to the CPN. Do you think he might be interested
in joining our Network?” | saw it the other way around: That it would be an honour for me to
join this enlightened group.

Sami asked the secretary to add me to the membership, as | had “done some excellent
analyses of psychiatric drug studies and the influence of the pharmaceutical industry.”

The network was founded by Joanna Moncrieff and Tom Stockmann, and its current
chairs are Joanna and Hugh Middleton. In 2015, Denise Winn did an interesting interview
with Hugh, Time to rethink psychiatry'°%> because he had published the book, Psychiatry
reconsidered: from medical treatment to supportive understanding.”1°%®

Hugh says in the book that psychiatry’s core business is dealing with social phenomena,
and when Denise asked him why we need a psychiatrist at the top, a medical person, when
stress can lead to all sorts of symptoms and behaviours, such as anxiety, depression, anger
outbursts, addictions and psychosis, he replied, “Perhaps we don’t.”

Hugh explains that a small number of people and the opinions they articulate have a
disproportionate effect on the way resources are distributed, and that some psychiatrists
have been formally disciplined for not giving antipsychotic agents as much as the psychiatric
establishment expect.

Hugh notes that “a stark lesson from the last half century’s flirtation between psychiatry
and biomedicine is that attempts to view and treat people who have difficulty living amongst
others as ‘diseased’ are flawed ... biomedicine and other expressions of an ‘iliness’ model do
not offer an effective or acceptable alternative to doing the more difficult, but far more
human and healing thing; understanding and reaching out to others in distress.”
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Other progressive psychiatrists

After having read books by Bob Whitaker and me, 46-year-old chief physician Klaus Munk-
holm from the psychiatric department at Rigshospitalet, had realised that what he had
believed in for so many years, was not correct. He contacted me in 2017 with his concerns
that biological psychiatry had not been helpful for understanding psychiatric disorders, and
he wanted to do meaningful research.

We met and started a fruitful research collaboration. But it had repercussions for Klaus.
He was discouraged from collaborating with my research group and was warned that it
would have consequences for his career.

| told him that this was like religious fanatism. Jehovah’s Witnesses and Scientology treat
defectors the same way, which was unheard of in an academic context but showed us a lot
about where psychiatry is.

Klaus didn’t budge, and, five months later, | employed him one day a week. He was a
great asset for our projects, and a year after he contacted me, | employed him full-time.
Some of psychiatry’s silverbacks, who had previously held him in high regard, now treated
him as a heretic.

Another chief psychiatrist, Kristian Sloth from Randers Hospital, also asked to meet with me
in 2017. He said that Psychiatry in the Capital Region had announced that depression pills
can prevent dementia, which is impossible, and research has shown it is more likely that
psychiatric drugs cause dementia.1%%”

Kristian had reduced drug expenses by 35% in just one year after he started working at
the department. One patient with schizophrenia who had received a high dose of clozapine
(Leponex) became psychotic, got even more of the drug and ended up in a maximum-
security ward. When they stopped Leponex, the psychotic symptoms disappeared.

Kristian opened a section in his department called “force-free department” where the
patients are not coerced. Kristian and his colleague, Anders Lindelof, do something radically
different from other psychiatrists.1°® They do not focus on diagnoses and drugs. They focus
on the person they are talking to and on the relationships that have often been broken for
the patient, asking, "What happened in your life that brought you here?" They do not look
for faults in the person but try to find the cause of the mental breakdown.

Their approach is based on the establishment of safe and stable relationships with the
therapists. All staff on the ward talk to patients and are committed to building good relation-
ships and having meaningful conversations with them about their lives, about what they
want, and about what is important to them - instead of just saying, "Have you remembered
to take your medicines?” and hurrying on to the next patient.

Kristian and Anders were so successful with this approach that they had available beds
and said they didn’t need more money. They wanted to tell their story to the management
in the region but were not allowed to do so and sensed they were regarded as blacklegs. It
was taboo to go against the eternal mantra in psychiatry, “Send more money.”

Kristian and Anders listened to the lectures Anders Sgrensen and | gave about drug with-
drawal during the annual meeting of the Danish Psychiatric Association in 2018 (see page
114), and Kristian invited us to his hotel room afterwards for drinks. It was full of young psy-
chiatrists, and some of them at first looked a little sceptical, but it wasn’t long before they
realised that we were not at all “dangerous” as they had been told by their bosses, but just
wanted to contribute to creating a better psychiatry, like themselves.
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Other psychiatrists have also seen the light. Clive Sherlock has a website, Adaptation
Practice,'°° where he explains that this is a unique, safe, and effective way to relieve
emotional, psychological, and mental suffering — including depression, anxiety, anger, stress,
eating disorders, and other related conditions — without drugs or talking therapies. He sees
such conditions as natural, normal reactions to life, not as medical illnesses. Adaptation
comes through practice, which has roots in the Far East.

Lee Combrinck-Graham, a retired psychiatrist, said that psychiatrists might ask: “What
kind of psychiatrist are you, if you don’t prescribe medicine?” And she would respond:
“What kind of a psychiatrist are you if you don’t talk to your patients, or, more specifically,
listen to your patients and meet their family members or close associates, find out about
them and include them in your ways of understanding what is going on? What kind of doctor
are you if you don’t look at development, adaptation, and the ups and downs in their lives?”

A third young psychiatrist who came to see me quit her job at Glostrup Hospital where
chief psychiatrist Lars Sgndergard had so greatly overdosed the patients, and against the
guidelines, that he was fired and forbidden to work as a psychiatrist.1°° She went to Slagelse
Hospital, but Sgndergard had been allowed to practice again, under close supervision, and
he showed up there and continued to overdose his patients.

His boss, Michael Schmidt, failed to supervise him, and it was pure luck that he didn’t kill
any of his patients whom he often treated with several psychosis pills simultaneously.

Sgndergard’s malpractice included suspending the correct treatment of alcoholic
delirium instituted by another doctor. He prescribed two psychosis pills to be taken together,
but in such patients these drugs markedly increase the risk of convulsions, acute cardiac
arrhythmias, and death.'%1! Another patient received methadone, which can cause lethal
arrhythmias, and the Board of Health recommends against concomitant treatment with
psychosis pills, but this patient was prescribed three psychosis pills simultaneously, in spite
of which he was discharged the same day.

The nurses and Sgndergard’s psychiatrist colleagues were very concerned and contacted
Schmidt, but nothing happened.1912 As the culture at the department was one of fear and
intimidation, the nurses involved their union.

Schmidt’s reply to a journalist was extremely arrogant and showed that he was also dan-
gerous for the patients.1!3 He could not “recognise” any of the horrible examples of over-
dosing the journalist sent to him.

It took four months for the Patient Safety Authority to respond to these concerns, even
though patients might have been killed in the meantime. The verdict was harsh.19 Schmidt
was placed under strict supervision and Sgndergard could no longer work as a psychiatrist,
at least not for a time.

Schmidt had approved a proposal from Sgndergard that meant the patients became
greatly overdosed, and he had been unable properly to interpret a scientific article from
which he concluded the opposite of what the article said about dosage. Schmidt had also
failed to inform the Authority of the excessive doses, even though it was his duty to do so,
and the staff had made him aware of it several times.

Schmidt wrote to the Authority that Sgndergard “has a sharp analytical approach” and
had “brought the department to a higher professional level,” contrary to the Authority’s
opinion that Sgndergard in several cases had exposed the patients to serious danger.

Deputy Director Sgren Bredkjaer from the region issued a press release emphasising that
they still had full confidence in Schmidt and that he had only received a mild sanction.
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The young psychiatrist who contacted me had reported Schmidt to the Authority after
having tried for months to solve the problems by taking them up with him. Schmidt’s reac-
tion was to label her “an insane cantankerous person” in front of colleagues.

Eventually, she gave up and went to Bredkjeer whom she encouraged to examine the
relevant patient files. She showed him a list of the patients who were admitted on a day she
was on duty and let him see her personal notes. She asked him to investigate the matter, but
when nothing happened, she saw no other option but to go to the press.

Bredkjeaer talked mumbo-jumbo to the journalist and refused to apologise to the nurses
and doctors who had warned about the problems but had been ignored, also by himself.

What | have just described is in no way unique.

All the young psychiatrists who have come to see me have appreciated working with their
patients. | told them they were exactly the type of doctors the patients needed, and that
they should not leave psychiatry. One of them was seriously reprimanded by her boss when
she began to slowly withdraw the drugs the patients didn’t need, but which he had started
in the outpatient facility.

Another psychiatrist wrote to me about his colleagues: “Can you imagine how it is to
share coffee and lunch with these people, day in and day out?” He was forced to listen to
their ramblings, and when he asked for the evidence, they became angry. Some always
talked about colleagues who were bad at making diagnoses, but when he asked them how
they knew they were correct, they became angry. “Worst of all, | need to listen to the
lifestyle-oriented psychiatrists’ talks about their apartments, cars, and travels, and they get
angry with me if | even mention psychiatry. What | have painfully learnt about these people
is that most of them are completely uninterested in reading the actual articles about the
clinical trials we have. Instead, they simply follow their leader.”

Please pause for a moment. These are the people who are supposed to take care of our
most vulnerable citizens, and they are allowed to use force. This tells us that we should
abolish psychiatry and start from scratch. When a house is totally rotten, it won’t help to try
and repair it. We need to tear it down and build a new one.

In 2018, Joakim Borjesson, who did research with me on lithium in 2017 (see page 84),
arranged a debate in Goteborg during the annual conference for 150 Swedish psychiatrists in
training between clinical pharmacologist, Professor Elias Eriksson, and me about SSRIs.101>

Joakim had needed his diplomatic skills to arrange this debate, and especially to deal
with Eriksson who has a reputation for attacking his opponents violently. He told Joakim that
he intended to reveal that | was a charlatan. Joakim discussed this with him for about an
hour and “fruitlessly tried to convince him to adhere to the rules for the debate.”

Eriksson was horrible. He claimed in his abstract that the pills don’t cause irreversible
side effects; that they are not addictive; that criticisms are ideologically founded; and that
their use according to the critics was the result of a worldwide conspiracy that included
psychiatrists, researchers, authorities, and drug companies.

When | debated with Eriksson on Swedish radio five months earlier, he had also lied,
saying the pills help dramatically and can prevent suicide.0®

What is typical for debates with people who try to defend a sick system also happened
this time. Eriksson broke the rules, lied, and used dirty tricks to try and convince the
audience that | could not be trusted. | mentioned that he had entered a secret agreement
with Lundbeck against his university’s rules, which meant that Lundbeck could prevent
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publication of his research if they didn’t like the results.'%% | said this because Eriksson
routinely “forgets” to declare his conflicts of interest, but | was immediately stopped by the
chair.

Later, the Ombudsman criticised the university for covering up the affair.1°18 Eriksson
claimed he could not provide his correspondence with Lundbeck to a journalist because it
had taken place on a Lundbeck server. If true, this was a highly unusual arrangement, and he
lied about what a Freedom of Information request had addressed.

After the meeting, a psychiatrist wrote to me that you cannot convince religious people
that there is no evidence for God'’s existence, but you can make them lose confidence in
their priest if you can show evidence that he has used church donations to buy cocaine in a
gay bar. He noted that, “Eriksson is a simple lobbyist who has made a fortune by playing
political games rather than doing honest research, and he knows this himself. That is why he
can lie about things he very well knows are untrue.”

Joakim was unhappy that many of the psychiatrists had not understood my explanations
about depression pills causing suicide. But when | present the same slides for a lay audience,
they always understand them. The psychiatrists don’t want to understand what is too pain-
ful for them. It was already too late to try to influence these young psychiatrists in training.

Seven years earlier, Bob Whitaker was speaking at a meeting in Malmo that child psychia-
trists had arranged, but other psychiatrists intervened and got control of the meeting. Bob
was forbidden to present any data on long-term outcomes of drug treatment. He went along
with it, but when he arrived, he was told that Eriksson would be his opponent. Eriksson
spent his time denouncing Bob in a dishonest fashion. In Bob’s own words: “The whole thing
was a disgusting setup that stands out for its complete dishonesty, from start to finish.”
Eriksson declared that Bob was a “charlatan who tortures patients.”

| had planned on attending, but Eriksson said he would not participate if | came!

It is strange how psychiatry’s apologists constantly call their opponents names and use
strawman arguments. None of us has ever said anything about a conspiracy, and psychia-
trists have no need to conspire. All they need to do is selfishly work in pursuit of their own
self-interest, which may give the appearance of conspiring.

A new paradigm is needed for psychiatry

In 2023, | explained in an article on the Mad in America website with 100 references why we
need a new paradigm for testing psychiatric drugs.'9° The universal use of short-term
placebo-controlled trials with ineffective blinding, subjective outcomes assessed on rating
scales with dubious clinical relevance, exposure of patients in the placebo group to drug
withdrawal effects, and the reporting of results selectively has produced a literature plagued
with misleading results that has resulted in tremendous harm for the patients.

| showed the draft article to Maryanne Demasi and Bob Whitaker who found it excellent.
But when | submitted it to medical journals, the comments were so bizarre that | published
another article, too: How peer reviewers and editors protected a failed paradigm for psychia-
tric drug testing.'9%°

None of the editors allowed me to challenge their sacred cow - the prevailing paradigm.
Many comments were irrelevant or false, e.g. that drugs improve cognition; that psychiatric
disorders are caused by a chemical imbalance; and that patients in schizophrenia trials are
not exposed to a cold turkey because they have not received neuroleptics before. | was also
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told that | “undermined the vast scientific evidence of the beneficial effects of psychotropic
drugs.” But that was exactly why my article was important!

My article was not rejected because | didn’t know how to write good articles. | am the
only Dane who has published over 100 articles in “the big five" (BMJ, Lancet, JAMA, Annals
of Internal Medicine and New England Journal of Medicine) and my scientific works have
been cited over 150,000 times.

| argued that, in future, trials of psychiatric drugs should include only treatment-naive
patients; use psychotherapy or other psychosocial interventions as the comparator; use no
rating scales, as they are not meaningful; use patient-relevant outcomes, e.g. returning to a
normal productive life; focus on drug harms; have a follow-up over several years; be planned
and conducted by people with no conflicts of interest; and provide easy access to anony-
mised raw data so that others can check the veracity of what is claimed.

The titles of Bob’s two famous books say it all about what is wrong with psychiatry: Mad
in America: Bad science, bad medicine, and the enduring mistreatment of the mentally ill,*°**
and Anatomy of an epidemic: magic bullets, psychiatric drugs, and the astonishing rise of
mental illness in America.*%?? In the very first review of Bob’s second book, the reviewer
accused him of doing great harm with the book, likening him to a South African dictator who
by virtue of denying AIDS had caused hundreds of thousands of people to die.1%%® After that
review ran, Bob had radio interviews cancelled, and no other major newspaper reviewed the
book.

The psychiatric drug epidemic is likely the most harmful epidemic we have. It’s even
worse than our obesity epidemic, which doesn’t change our brains and doesn’t make some
people so mad that they kill themselves or others.

Psychiatrists have degenerated into being drug pushers for Big Pharma, whose business
model is organised crime. They persuade people to take drugs that will harm them, just like
street pushers do with narcotics.

The time for diplomacy, with gentle suggestions of much-needed reforms in psychiatry,
is over. This has been tried many times and it has led nowhere. In fact, psychiatry has wor-
sened and is harming and killing more people than ever before because drug usage goes up
all the time.

Revolutions don’t come from people at the top of the power pyramid who benefit from
the harmful status quo. The only hope we have is if patients, their relatives, and the public
protest so that we get the necessary support from our politicians to start an unstoppable
revolution.

It means a lot for victims of abuse to get an apology. For a start, the psychiatric leaders
should apologise for the immense harm they have inflicted on the patients by lying system-
atically to them. If they are unwilling to do this, governments should demand that psychia-
tric associations apologise unconditionally to the public as a condition for their continued
support of this specialty.

Mental health issues are not medical issues. They should not be handled by psychiatrists,
as they have a medical education, but by the caring professions and recovery mentors who
have lived experience with surviving psychiatry and getting rid of psychiatric drugs. It is long
overdue that psychiatry as a medical specialty gets disbanded. In evidence-based healthcare,
we don’t use interventions that do more harm than good, which psychiatry does.

Psychiatrists should be re-educated so that they can provide psychotherapy and other
psychosocial interventions. Those who are not willing to do this should quit, retire early, or
be fired. Psychiatry is a crime against humanity and there should be penalties, including jail

171



sentences in severe cases, for propagating false information or for drugging patients against
their will if it results in death or permanent functional impairment.

The diagnostic systems, DSM-5 and ICD-11, should be discarded as they are arbitrary,
unscientific, and harmful. We need to start over again and make it simple, focusing on the
patients’ problems rather than giving them one or more labels that will stick to them forever.
Formal diagnoses are not useless, but they should be simple and not of the current type:
Find x faults out of y, or use some arbitrary scores.

NIMH has abandoned the use of the DSM as a research tool, and in 2013, its president,
Thomas Insel, explained why:10%

“Unlike our definitions of ischemic heart disease, lymphoma, or AIDS, the DSM diagnoses
are based on a consensus about clusters of clinical symptoms, not any objective laboratory
measure. In the rest of medicine, this would be equivalent to creating diagnostic systems
based on the nature of chest pain or the quality of fever.”

The main focus in future should be on helping the hundreds of millions of patients who
have become dependent on psychiatric drugs, to withdraw slowly and safely from them,
instead of telling them that they need to get on them and to stay on them. We will need 24-
hour national helplines, associated websites, and drug withdrawal centres that provide free
advice and support.

American emeritus professor of psychiatry and chairman of the DSM-IIl committee, Allen
Frances, has stated that psychoactive drugs should not be prescribed by family physicians
because they lack experience in their use.1%?° | agree. Not even psychiatrists can handle
them prudently. The chair for the Danish Association for General Practitioners said in 2014
about depression, that they didn’t have “oceans of time” and couldn’t set aside a whole
hour for one patient, as they also needed to think of their economy.192¢ They therefore hand
out depression pills liberally. This must stop.

Most psychiatric drugs should be removed from the market, as their availability clearly
does more harm than good. Psychiatric drugs should only be allowed for rare use under
strictly controlled circumstances, e.g. in acute situations; while patients are tapering off
them; when it is impossible to taper off them because they have caused permanent brain
damage; in alcoholic delirium; and as sedatives during invasive procedures.

Forced treatment must be made unlawful, as it can be lethal and is discriminating and
unethical, and all rules about demanding a psychiatric diagnosis to get social benefits, or
extra economic support to schools, must be removed.

It will be a tough battle. Psychiatry’s focus is on itself - a kind of false selfie it sends to the
world all the time - is about what will make life as a psychiatrist endurable. It should be
about what will make the patients’ lives endurable.

While the battle goes on, we will need constantly to tell the public that it is rarely a good
idea to see a family doctor or a psychiatrist if they have a mental health issue, since there is
a huge risk they will be harmed.

Having the last laugh at psychiatry

It is easy to convince healthy people to take drugs they don’t need for a disease they don’t

have. The Australian artist, Justine Cooper, invented a hilarious hoax.'%%’ It looks like a TV

commercial and advertises Havidol (“have it all”), with the chemical name avafynetyme HCI.

Havidol is good for those who suffer from dysphoric social attention consumption deficit

anxiety disorder (DSACDAD). Feel empty after a full day of shopping? Enjoy new things more
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than old ones? Does life seem better when you have more than others? Then you may have
the disorder, which more than 50% of adults have.

Havidol should be taken indefinitely. Side effects include extraordinary thinking, dermal
gloss, markedly delayed sexual climayx, interspecies communication, and terminal smile.
“Talk to your doctor about Havidol.”

Some people believed it was for real and added it to websites for panic and anxiety
disorder, or for depression.

An even more hilarious video featured Australian journalist Ray Moynihan as a victim.19%8
It’s about an epidemic — motivational deficiency disorder. In its mild form, people cannot get
off the beach, or out of bed in the morning, and in its most severe form it can be lethal as
the sufferer may lose the motivation to breathe.

Moynihan says that, “All my life people have called me lazy. But now | know | was sick.”
The drug is Indolebant, and its champion, neuroscientist Leth Argos, reports how a patient’s
wife telephoned him and was in tears. She said that after using Indolebant, her husband had
mowed the lawn, repaired the gutter, and paid an electricity bill —all in one week. Although
Moynihan described the new disorder in the BMJ’s 1 April issue in 2006, 1°>° some people
believed it was a true disease and asked where they could buy Indolebant.

These satires come close to ads on American TV about psychiatric drugs. | showed them
as an introduction to my talk about overdiagnosis and overtreatment when | lectured for
over 100 psychiatrists in 2016. They laughed out loud but not when | added that what they
had just seen wasn’t far from their everyday practice. But we had a good discussion after-
wards.

Documentaries and filmed interviews

Sometimes, the written word can accomplish much needed changes. But most of the time, it
doesn’t. Documentaries and filmed interviews can be much more powerful and can reach
many more people, which is why | started to collaborate closely with one of Denmark’s best
documentary filmmakers, historian Janus Bang from Fredericia, in 2023.

We launched an evidence-based film series, Broken Medical Science, in September 2023,
which quickly gained momentum.

Our main focus is psychiatry because it is second to none in harming people. We went on
a 12-day tour to the USA in November 2023 and to London in April 2024, and many of the
people | interviewed have a deep insight into psychiatry: Huey Freeman, Kim Witczak,
Michael Baum, Jim Gottstein, Nancy Rubenstein, Wendy Dolin, John Read, Katinka Blackford
Newman, Sami Timimi, and Joanna Moncrieff. The trips resulted in over 20 hours of raw film
in cinema quality. Previously, we uploaded interviews with Joanna Moncrieff and Mark
Horowitz.

It is easy to subscribe to our newsletter,%3° and we very much hope people will help us
and the patients and their relatives by spreading our messages widely. Financial support
would also be most welcome.'%3! We work con amore and use our own money for our
activities, in addition to the money people donate to us. Our first documentary film will be
The honest professor and the fall of the Cochrane empire.
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